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A DISCUSSION 


OF THE OCULAR MANIFESTATIONS OF ALLERGY 


THEODORE JAMES, M.B., CH.B. 


Pinelands, Cape 


‘What is allergy’? was the question put in a recent 
editorial of the Journal of Allergy’ but the writer was 
unable to answer his own question. This is of some 
significance: all systems of the body appear liable to 
allergic disorders, if one accepts the published work 
on this subject. Allergy in relation to disease of the eye 
holds a limited but nevertheless important place in 
these systemic allergic manifestations. At any sym- 
posium treating of allergy in its relation to eye-disease 
itsoon becomes evident that there are as many expressed 
opinions on the nature and origin of the allergic ocular 
signs and symptoms as there are partakers in the sym- 
posium. Before we can derive any positive knowledge 
and understanding from a consideration of allergy and 
eye-disease we must try to answer the question at the 
beginning of this essay. To attempt this, some valid 
concept of the mechanism of allergy is essential. 

It has been and might still be well argued that von 
Pirquet’s definition of his newly coined word is as 
acceptable today as it was in 1906, despite the fact that 
it was based upon clinical observations and not upon 
experimental pathological research. Von Pirquet’s 
definition may be allowed up to the point where it 
satisfies questions arising from purely clinical observa- 
tions, but it leaves unexplained, and therefore uncertain, 
the underlying ‘altered capacity to react’. The word 
‘allergy’ is often loosely and even clumsily used by 
physicians but, nevertheless, when it is used it is always 
with a suggestion of an untoward reaction following 
upon a common stimulus or contact with a common 
substance. 

With a slowly increasing knowledge of the mechanism 
of allergy different workers have attempted even closer 
definitions of what they comprehend of the phenomenon. 
Walker® uses the term allergy to denote an altered reac- 
ion as distinct from hypersensitivity; she prefers to 
use the latter term for a more than normal rapidity of 
response. Bothman® bases his definition on his concept 
of the pathogenesis of the allergic state, which being 
abnormal is ipso facto morbid. He proposes the antigen- 


antibody reaction theory which postulates the produc- 
tion and liberation of histamine-like substances which 
bring about capillary dilatation, increased permeability 
of vessel walls, and an exudation of serum which holds 
toxic substances. Duggen* sees allergy in a somewhat 
different light. He uses the word to include all aseptic 
and abacterial lesions in which the basic pathogenic 
process can be reduced to a common denominator (sic) 
of either increased capillary permeability or excessive 
contraction (spasm) of smooth muscle or both, and he 
adds where the eye is involved, ‘Except for the muscle 
of the iris and ciliary body, most of the smooth muscle 
is found in the walls of the arteries and arterioles’. 
Allergy he believes to be a problem in vascular patho- 
logy. Quite different in its emphasis is Lemoine’s 
theory,® according to which allergy is a hypersensitivity 
of tissue cells to allergens, and cells of practically every 
tissue of the body may acquire this hypersensitivity 
from systemic or local absorption of antigen. 

An indication of the difficulty which different writers 
in the field of allergy have encountered in trying to 
include all the unexpected reactions to normally innocu- 
ous substances in one word is found in the coinage or 
use of other words—to try and prevent muddled think- 
ing on the subject. Atopy, anaphylaxis, idiosyncracy, 
hypersensitivity, are some. Perhaps Britton’s definition® 
is better than most and serves succinctly to compose 
present-day ideas of the nature of allergy. It should be 
seen as ‘an exaggerated susceptibility to various foreign 
substances or physical agents that are harmless to the 
great majority of normal individuals for each substance, 
generally appearing after minute dosage and differing 
from any toxic action the substance might have in 
larger dosage’. 

A working theory acceptable at the present time to 
explain the allergic state is that an antigen-antibody 
union takes place in or on the cells of a particular 
tissue, resulting in the production of histamine from 
damaged cells. This histamine freed into the tissue is 
the direct agent for the clinically-apparent allergic 
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manifestation. I have no new information or evidence 
to offer in support of this theory, and so any discussion 
of the pros and cons would not serve any purpose here. 
The facts which do help towards an understanding of 
the resulting pathology are an increased vascular per- 
meability which allows fluid to enter rapidly into the 
tissues, and spasm of smooth muscle. 

So it appears that at least two contacts of the allergen 
with the shock tissue cells are necessary to produce the 
morbid allergic state, a first contact with the antigen to 
produce a susceptibility or hypersensitivity of the tissue 
cells (antibody formation) without altered reaction 
clinically detectable, and a second or later contact 
which produces from the antigen-antibody reaction a 
toxic substance which causes the altered reaction or 
allergic disease. 

From what | have written it can be seen that there is 
as yet no definition of allergy which is universally 
acceptable; this is as it should be so long as our know- 
ledge of it remains deficient. Because the ultimate 
definition is wanting it is not possible to evaluate satis- 
factorily some of the ocular diseases attributed to 
allergy. 

It is as well to be mindful of the valid opinion that 
topical or local allergic states are in themselves only 
local manifestations of a constitutional diathesis affect- 
ing the whole body, and that the allergic features are 
dependent upon environmental allergens which may be 
grouped for practical diagnostic purposes into con- 
tactants, ingestants and inhalants—names for allergens 
which reach the shock tissue by different ways from 
outside the body, the so-called exogenous. Then there 
are the endogenous allergens—a much less understood 
group—and thirdly the drug allergens, which are 
usually innocently contrived allergens. 

I can recall a past teacher saying that it is very likely 
each one of us is allergic to something but that our 
environment does not bring each one of us into contact 
with an allergen capable of producing the allergic state. 
‘| might be allergic to polar-bear meat’, he would say, 
‘but, then, I do not eat polar-bear meat’. 


THE MECHANISM OF ALLERGY 


From the outset it must be stated that the mechanism 
of the allergic reaction consequent upon an underlying 
allergic state remains in the realm of pure hypothesis, 
which is nevertheless a prerequisite to the discovery of 
the ultimate mechanism. Much research has brought 
forth a few, but quite remarkable, facts which have 
helped to formulate hypotheses on which to base 
further prolective research. We know that the mechanism 
is initiated by an allergen, which might be particles 
such as pollen, epidermal desquamation or industrial 
substances; or the allergen might be contained in 
foodstuff or might be brought in direct contact with 
skin or mucous membrane when present in furs, hair- 
dyes, cosmetics and so on; or the allergen might be a 
physical agent in the form of cold, light or heat. Micro- 
organisms can produce a remote allergic response quite 
different from the noxious reaction at the site of invasion. 
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A fundamental fact is the allergen-antibody reaction, 
But it is not correct to insist that this reaction must be 
followed by the liberation of histamine, for the eczema. 
tous skin lesions are not induced by histamine. Allergic 
phenomena take one of two patterns—an immediate 
response or a delayed response. Pickering’ believes 
that the immediate response is determined by the pres- 
ence of the antibody outside the tissue cell, since jt 
can be transferred passively in plasma, and the delayed 
response by the fact that the antibody is within the cell 
membrane, which forms a barrier to penetration by the 
allergen, with some delay in the formation of the effec- 
tive substances. Additional knowledge supporting these 
beliefs is fragmentary. Is it not logical to suppose that 
mobile cells like the lymphocytes carrying antibody, 
and extracellular fluid carrying antibody wherever jt 
permeates, can, where the antibody is brought in suffi- 
cient titre, set up an allergic reaction in parts ¢ f the body 
remote from the original site cf invasion by the allergen 
as well as at the criginal site itself should the allergen 
be present in these places? The presence, however, of 
the allergic mechanism in an individual seems on 
clinical observation to be closely linked with a con- 
stitutional allergic diathesis. Some authors have tried 
to describe the constitutional type in terms of physio- 
logical and biochemical quantities such as a slow 
pulse, a low blood-pressure, a spastic gastro-intestinal 
tract, hypochlorhydria, a less than normal basal meta- 
bolic rate, eosinophilia with eosinophils present in the 
secretions of mucous membranes. Biochemical analyses 
are alleged to have shown low blood-sugar, high blood- 
amino-acids, and blood urea and blood cholesterol in 
the upper range of normality or slightly increased. 
In the allergic state the blood histamine is raised, and 
to this the lowered blood-pressure is attributed, but 
any excess of histamine is said to be neutralized by 
histaminase in a mysterious way. The modern man’s 
psyche also has been held responsible for some part of 
the allergic diathesis and the imbalance of the vegetative 
nervous system attributed to it. And the erdocrine 
organs have all had some assessment made of their possible 
influence. This endocrine influence has been speculated 
upon because many people acquire or lose their allergies 
at puberty or the climacteric. 

Some authors have refused to accept unexpected drug 
reactions as allergic manifestations because they could 
not see a frequently-used drug change its nature to 
become an antigen; but this argument has been coun- 
tered by those who say that contact of the drug with an 
endogenous protein can result in the formation of a 
protein foreign to the body. 

The litile-explored field of endogenous hormone 
allergy, however, presents us with problems not eas) 
to solve. 


OCULAR ALLERGY 


Almest all of the more usual and commoner allergens 
responsible for other allergic manifestations have been 
incriminated at one time or another, and quite con- 
vincingly too, as agents in alleged allergic conditions 
of the eye. Such allergenic substances as foodstuffs, 
animal products like horsehair, furs, and feathers, and 
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vegetable derivatives like pollens and plant exudates, 
include a very large number of particular allergens 
which I shall not enumerate but whose almost bizarre 
variety and large number should be recognized. The 
manner in which some of these allergens have been 
detected not infrequently makes curiously interesting 
telling. Constant clinical observations have established 
the allergic nature for the eye of the different substances. 
It has needed much closer clinical observation com- 
bined with biological experimentation to reveal that 
endogenous allergens affecting the eye also exist; the 
most recent discovery of this kind has been that of the 
steroid hormone, testosterone®. It is an older discovery 
that lenticular protein from a traumatic or operative 
rupture of the capsule of the lens of the cye can set up 
an allergic disorder; it appears that this protein is 
peculiar to the lens and when it makes contact with 
the ocular body-fluids acts very much as a foreign 
protein to produce antibodies against itself and eventu- 
ally the antigen-antibody reaction or allergic morbid 
state of the eye. 

With regard to drugs which produce allergic reactions 
of the eye or other body-tissues there are authors who 
deny a true allergic capability to drugs, like atropine 
for instance. These authors contend that any reaction 
following unexpectedly upon the use of such drugs 
cannot be allergic because, they say, there is no antibody 
involved in the reaction to the drug. This objection has 
been removed by some workers who assert that the 
constant or repeated application of the drug affects 
the tissue by forming an altered tissue-protein equiva- 
lent to a foreign protein and that this new substance 
acts like any other proteinic allergen. This hypothesis 
has been well reasoned out and. although it is still 
unproven, it should stimulate research. 

One clinical feature of allergic diseases of the eye is 
the severity of the symptoms compared with the signs, 
and this is most obvious in the superficial con- 
ditions. Allergic disease of the eye does not appear 
among the 5 allergic diseases which according to Hamil- 
ton and Bendowski® are most commonly met with in 
general practice; when it does occur it is more often 
the debatable sequel to the application of a drug to the 
external surfaces of the eye. Two of the commoner 
conditions of the eye attributed to allergy and recognized 
as such by most physicians are the watery, itchy eye 
accompanying hay-fever and the prepuberal so-called 
vernal conjunctivitis. The first is clear-cut and free from 
argument, but the second, on the one hand, can be 
presented as undoubtedly allergic in origin (Eriksen"’) 
and, on the other hand, Beigelman"™ says that the 
combined results of clinical observation, laboratory 
tests, experimental studies, and therapeutic trial, have 
formed a solid basis for the opinion that in vernal 
conjunctivitis we are dealing with a specifically hyper- 
sensitive person and ‘less decisive and binding are the 
evidences submitted to establish the purely allergic 
nature of the disease’. 1 mention this disagreement 
over a relatively common ocular disorder to show how 
difficult it is to arrive at conclusions which are acceptable 
to all about the allergic nature of superficial eye-disease. 
Strange and rare diseases of the eye are intermittently 
appearing in the ophthalmic literature with evidence 
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trying, if not always succeeding, to convince the reader 
of their allergic aetiology. Is it possible that the same 
allergen can produce different ophthalmic states, or 
that the same disease can be the result of different 
allergens reacting in the one tissue? Walker,? in her 
discussion of the part allergy plays in keratitis rosace 
mentions that in 70° of her cases there was no recur 
rence after the condition had been cleared by ‘desensiti 
zation’, but she does not detail the allergens found 
responsible. She used histamine-azo-globulin in the 
treatment of a recurrence after specific ‘desensitization’. 
Among the numerous theories about the actiology of 
keratitis rosacea, Zondek et a/.* developed their ‘erdo- 
crine allergy’ theory and tried it in 6 cases. In these 
cases they proved to their satisfaction that testosterone 
was the offending agent and that ‘desensitization’ 
against this hormone brought about marked improve- 
ment. As testosterone is a steroid hormone this denies 
the postulate that the allergen must be a protein and. 
if substantiated, will call for a reconsideration of the 
mechanism of allergy ab initio. 

Magitot'® also believes that allergy is the underlying 
causal factor in many of the non-infective inflammatory 
attacks of conjunctivitis and keratitis ordinarily seen, 
and that they are often associated with endocrine or 
other metabolic disorders. In the so-called critical 
allergic conjunctivitis of Lagrange'* ‘endocrine syn- 
dromes’ are present, associated with disorders of puberty 
and the climacteric. Lagrange holds that the psychic 
and endocrinal influence causes spring conjunctivitis, 
and that the endocrine dysfunction is fundamentally 
important in inducing the state of sensitization. 

There are few conditions that have given rise to so 
much speculation as eye-disease thought to be due to 
allergy; yet few controlled projects of study have been 
carried out in this comparatively small field of allergy. 
To give some idea of the pathological conditions which 
have been reported on in the literature I shall list those I 
have culled to show how varied, complicated, and stil 
very little understood, they are. They include dermatitis, 
eczema, ulceration and swelling of the eyelids; conjunc- 
tivitis in acute and chronic forms; keratitis—phlyc- 
tenular, interstitial and rosacea; scleritis and episcleritis; 
iritis, iridocyclitis, and uveitis; cataract and lenticular 
opacities; intra-ocular inflammation due to extruded 
lenticular protein; choroiditis; retinal haemorrhages; 
retinal detachment; retinal angiospasm, oedema, and 
thrombosis of arteries and veins; papillitis; Eales’s 
syndrome, which includes a retinal endophlebitis; optic 
neuritis, optic-nerve atrophy, and retrobulbar neuritis; 
hemianopsia; intermittent amblyopia and amaurosis; 
scotomata; vitreous opacities; glaucomato-cyclitic crises 
and glaucoma; migraine; and paralysis of the extrinsic 
muscles of the eye. 

It needs to be said that many of the eye-diseases in 
this list were diagnosed as allergic by exclusion, and so 
their aetiology remains unproven. But the list also 
demonstrates that all kinds of ophthalmic pathology 
appear to be caused by one kind of morbid process 
initiated by many different agents. Exceptions to this 
are the interesting observations that a sympathetic 
ophthalmia may follow upon the extrusion into the eye 
of proteinic substance from the injured lens or of uveal 
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pigment. When this happens the ocular tissues react by 
developing a hypersensitivity or allergy. 


CONCLUSION 


The study of the allergic mechanism has moved a long 
way from the comparatively simple clinical observations 
of von Pirquet. The working hypothesis of an allergen- 
antibody reaction freeing a substance like histamine 
(or acetylcholine) which is harmful to the tissues has 
served a very useful purpose. But further observations 
that are continually being added to the literature on 
allergy are demanding a revision or amplification of the 
hypothesis, and none more so than the rather curious 
proven and suspect allergic manifestations in the eye. 
Clinical investigation can go no deeper than the surface 
of things, but from this point of view ideas for other lines 
of investigation do arise. Such lines of investigation, 
however, now require teams of biochemists and biophy- 
sicists, as well as physicians, using expensive equipment. 

Basically the allergic mechanism appears to be 
constant, and as a biological process it is an entity; but 
the clinical manifestations are so variable because of their 
absolute dependence upon the tissues involved that 
hypothesis and speculation on clinical and not biological 
phenomena continue to be rife. The extremely complex 
structure of the eye, although almost entirely derived 
from one embryological layer, differs histologically from 
part to part in such extreme degree that clinically 
separate diseases of the eye do not, superficially, even 
suggest a common allergic pathogenesis. 

The Eosinophil. \ feel that the answer to the question, 
“What is allergy?’ is the secret of the eosinophil. This 
blood cell has for long been observed to be a very 
frequent associate of a number of different pathological 
states, but it is most often present in the blood and 
affected tissues in allergic disease. The tendency is 
strong to use the cell’s presence in increased numbers as 
a diagnostic point to suggest or confirm the allergic nature 
of a disease, but intensive investigation into the exact 
part it plays in allergy does not appear to have been 
undertaken. The few facts known about the eosinophil 
leucocyte are these: It may be stimulated into production 
by any foreign protein injected into the body; anti- 
bacterial immunization is nearly always followed by 
some degree of eosinophilia; there is no real difference 
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between tissue eosinophils and blood eosinophils: 
eosinophils appear in the allergic secretions of the mucous 
membranes affected, such as the bronchial secretions in 
asthma and the conjunctival secretions in vernal catarrh: 
the eosinophil count is depressed by an inflammatory 
process and when this is over the count will again rise: 
locally-produced eosinophils persist much longer than 
the blood-stream eosinophils which might accompany 
the local condition; in the Arthus phenomenon the 
first cells to put in an appearance locally are the eosino- 
phils; during acute allergic attacks of one kind or 
another a previous high or raised eosinophil-cell count 
of the blood is replaced by an eosinopenia; after the 
subsidence of an allergic attack a blood eosinopenia will 
begin to disappear; an absence of eosinophils during 
immunization therapy points to a decreased reactivity 
on the part of the organism. That eosinophils are essen- 
tially protective cells against potentially harmful protein 
substances is suggested by the fact that the mucous 
membrane of the gastro-intestinal tract is normally 
devoid of eosinophils, yet the greater the ingestion of 
protein in the gut the greater the number of eosinophils 
to appear. There is enough circumstantial evidence of 
the close association of the eosinophil and the allergic 
state to suggest strongly that further intensive investi- 
gation into the meaning of its presence in allergic condi- 
tions will result in the solution of the many outstanding 
problems of allergy, of which not the least are those of 
the eye, just as soon as that meaning is discovered. 
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RESEARCH FORUM, CAPE TOWN 
ESTIMATION OF PLASMA CORTICOSTEROIDS 


Following is an abstract of a paper read by Dr. Barry Lewis at 
a meeting of the Research Forum, University of Cape Town, on 
3 August 1955. 

Over 25 years a plethora of adrenal function tests has accumu- 
lated, many of them open to theoretical and practical criticisms. 
Measurement of plasma corticosteroids (CS) was a distinct advance, 
although it indicated the resultant of secretion of adrenal hor- 
mones and their removal by liver, kidneys and other tissues. 

Chromatographic studies on peripheral blood were described; 
cortisol (hydrocortisone), cortisone, and small amounts of aldos- 
terone and corticosterone were detected. 

A relatively simple technique for CS estimation was presented. 


Plasma is extracted with ethylene dichloride, a highly selective 
solvent; reversed-phase chromatography is then performed on 
the silane-treated lower end of a paper strip, using 85°, methanol. 
CS are carried on to the untreated part of the paper. The non- 
wettable part, bearing all contaminating lipoid and pigment, is 
then cut away, and the steroids resolved by further chromato- 
graphy in toluene /methanol /water. Elution is followed by fluori- 
metry in sulphuric acid. Initial washing of papers is necessary to 
reduce blanks. 

Recovery data and norms were discussed, and figures for some 
physiological and clinical variations presented, including preg- 
nancy, response to ACTH, Addison’s disease, and ovarian agenesis. 
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EDITORIAL 


WHAT'S IN A SEX? 


In the light of recent knowledge it has become very 
difficult to define precisely what we mean by a male 
or a female. The basic genetic difference lies in the 
sex chromosome pattern, known as XX in the female 
and XY in the male, the Y chromosome being very 
much smaller. Professor Murray Barr has now demon- 
strated that this chromosomal difference can be detected 
in the nuclei of adult cells throughout the body. In 
1949 Barr and Bertram! observed that a small chromatin 
mass, which they called the nucleolar satellite, was 
present in the nerves of cats, but only in female cats. 
This mass has been shown to contain desoxyribose 
nucleic acid, to be present in many other female tissues 
besides nerve, and to occur in dog, mink, marten, 
ferret, raccoon, skunk, goat and deer, as well as cat 
and man, but apparently not in rodents. It is hetero- 
chromatic and heteropyknotic, characteristics which 
other evidence indicates apply to sex chromosomes in 
their resting states (i.e. when not undergoing mitosis). 
All these points create good circumstantial evidence 
that this body represents a fusion of the XX female 
sex chromosomes, or at least depends upon their presence 
in the female nucleus, whereas the smaller size of the 
XY pair accounts for its absence in the male. 

The mass concerned is now known as the ‘sex’ chro- 


matin’, and is found in about 50% of the nuclei of 


cells in the basal layers of the skin of human females,* 
provided these cells are cut more or less through their 
equators. It is a small, dense, concavo-convex body, 
which lies most characteristically against the nuclear 
basement membrane. In males a similar appearance 
is seen in under 10°, of nuclei, and when found is 
believed to be due to unavoidable artefacts, such as 
folding of the nuclear membrane as the section is cut. 
It is impressive that in several hundreds of skins ‘sexed’ 
by different workers in this way the ‘skin sex’ has 
apparently been the same as the real sex in every case. 
If the biopsy section is cut without trauma and well 
stained there seems to be no possibility of overlapping 
in sex-chromatin counts between the sexes—a skin is 
always unequivocally male or female! 
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VAN DIE REDAKSIE 


MANLIK OF VROULIK? 


Volgens die kennis wat ons vandag besit is dit baie moei- 
lik om te bepaal presies wat met ,manlik’ en ,vroulik” 
bedoel word. Die genetiese grondverskil berus op die 
patroon van die geslagschromasome wat by die vroulike 
geslag as XX en by die manlike as XY bekend is. Die 
Y-chromasoom is baie kleiner. Professor Murray Barr 
het onlangs bewys dat hierdie chromasoomverskil 
dwarsdeur die liggaam in die kerns van volwasse selle 
bespeur kan word. In 1949 het Barr en Bertram!’ bevind 
dat ’n klein chromatienmassa, wat hul die bykernliggaam- 
pie genoem het, in die senuwees van katte, maar alleenlik 
by wyfies, voorkom. Dit is bewys dat hierdie massa 
desoksiribonukleiensuur bevat, en dat dit by die vroulike 
geslag nie alleenlik in die senuwees nie maar ook in baie 
ander weefsels voorkom. Die chromatienmassa kom by 
honde, mink, marters, frette, wasbere, muishonde, herte 
en bokke sowel as by katte en die mens voor, maar 
klaarblyklik nie by knaagdiere nie. Die massa is hetero- 
chromaties en heteropiknoties, en volgens ander bevin- 
dings is hierdie kenmerke eienaardig aan geslagschro- 
masome in hul rustende staat, d.w.s. wanneer mitose 
nie plaasvind nie. Al hierdie punte dui sterk daarop 
dat hierdie liggaampie wel ‘n samesmelting van die 
vroulike XX-geslagschromasome is, of dat dit tenminste 
van die aanwesigheid van sulke chromasome in die 
vroulike kern afhang. Die afwesigheid van die chro- 
matienmassa in die manlike geslag kan toegeskryf word 
aan die kleinere omvang van die XY-paar. 

Die massa onder bespreking staan deesdae bekend as 
die ,geslagschromatien’ en word by die vroulike geslag 
in omtrent 50 persent van die selkerns in die grondlae 
van die vel aangetref,? mits hierdie selle min of meer op 
hul middellyn gesny word. Dit is ‘n klein, digte, konveks- 
konkawe liggaampie wat mees kenmerkend teenaan die 
kernbasaalvlies geleé is. By die manlike geslag kom ‘n 
soortgelyke verskynsel in minder as 10 persent kerns 
voor, en wanneer dit wel aangetref word, word dit 
aangeneem dat dit aan ‘n onvermydelike, kunsmatige 
oorsaak, soos *n vou in die kernvlies gedurende die 
deursny, toegeskryf kan word. Dit is ’n indrukwekkende 
bevinding dat die ,velgeslag’ en die werklike geslag 
klaarblyklik in elke geval ooreengestem het in reekse 
van honderde velle wat deur verskillende werkers op 
hierdie manier vir geslag getoets is. Mits die biopsie- 
deursnit sonder kwetsing geskied en behoorlik gekleur 
word, blyk dit onmoontlik dat die geslagschromasoom- 
telling van die een geslag ooit gedeeltelik sal saamval 
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More recently Davidson and Smith* have found 
similar sex differences in circulating polymorphonuclear 
leucocytes, in the shape of drumstick-like projections 
from some of the female nuclei. It is not yet known 
whether this is as certain a method of ‘sexing’ as the 
use of skin. 

In clinical medicine the first application of this 
method was concerned with the sex determination of 
pseudohermaphrodites.' Wherever it has been so used 
the result has been in accordance with the true sex as 
determined by laparotomy at which testicular or ovarian 
tissue is demonstrated. It is felt that it may now be 
used in place of laparotomy and is, of course, far more 
of a minor procedure. In genetic females who have 
become masculinized by hormonal change (‘adreno- 
genital syndrome’) the diagnosis is important, since 
correct treatment is efficacious. In genetic males who 
are partially feminized by unknown causes in utero a 
knowledge of the genetic sex is important in indicating 
whether the child should be brought up as a boy or a 
girl and what lines to adopt with regard to plastic 
surgery. 

A few true hermaphrodites (containing both ovarian 
and testicular tissue) have also been sexed by their 
skin. The sex chromatin counts have not been inter- 
mediate, but quite definitely male or female; in each 
case so far reported, they have corresponded to the 
preponderant type of gonadal tissue. 

Next the syndrome of ovarian agenesis has come for 
consideration. Polani® noted that coarctation of the 
aorta, which is ordinarily commoner in males, was 
a frequent concomitant feature of ovarian agenesis. 
The skin of such cases was found to be male. They 
were really examples of testicular agenesis—an extreme 
state of male pseudohermaphroditism with female 
appearance. Many cases of ‘ovarian’ agenesis have 
now been sexed and, while the majority appear to be 
genetic males, some are genetic females. The syndrome 
is in the process of acquiring the more correct name of 
‘gonadal agenesis’. It is evident that skin sexing may 
be very useful here in establishing the diagnosis in those 
cases where the genetic sex is male. 

Finally skin sexing has been used to throw light on 
that elusive problem—the origin of teratomata.* So 
far all teratomata reported in women have female 
nuclei, while those in men have either male or female 
nuclei. This would indicate that, in men, at least some 
of these ‘tumours’ really represent tissue of another 
individual—in fact a twin. The field is plainly open for 
more advances. 


1. Barr, M. L. and Bertram, E. G. (1949): Nature, 163, 676. 
2. Moore, K. L. and Barr, M. L. (1954): Acta anat., 21, 197. 


met dié van die ander. Die vel is altyd onteenseglik 
manlik of vroulik! 

Meer onlangs het Davidson en Smith* bevind dat 
soortgelyke geslagsverskille ook in omlopende leukosiete 
met veelvormige kerns voorkom, en wel as trommel- 
stokagtige uitsteeksels by sommige van die vroulike 
kerns. Dit is nog nie bekend of geslagsbepaling volgens 
hierdie metode net so doeltreffend as die gebruik van 
vel is nie. 

In die kliniese geneeskunde is hierdie metode eerstens 
op die geslagsbepaling van skyndubbelslagtiges toegepas.' 
By alle soortgelyke gebruike van hierdie metode was die 
uitslag ooreenkomstig met die ware geslag soos vas- 
gestel deur buikopening en die demonstrasie van testikel- 
of eierstokweefsel. Daar word gemeen dat die velmetode 
tans instede van buikopening gebruik kan word—dit is 
natuurlik veel makliker. Diagnose is belangrik in ’n 
geval wat geneties vroulik is maar wat deur hormoon- 
verandering (die ,byniergeslagssindroom’) mansagtig 
geword fet; korrekte behandeling is hier doeltreffend. 
In geneties manlike gevalle wat in utero deur onbekende 
faktore vervroulik is, is dit belangrik om te weet wat 
die werklike genetiese geslag is, aangesien hierdie kennis 
die kind se opvoeding as Of seun Of meisie bepaal en 
aandui watter beleid van plastiese chirurgie gevolg moet 
word. 

*‘n Paar egte dubbelslagtiges (met beide testikel- en 
eierstokweefsel) is ook al volgens die velmetode onder- 
soek. In géén geval tot dusver beskryf het die geslags- 
chromatienteiling op dubbelslagtigheid gedui nie; in- 
teendeel, in ooreenstemming met die oorwegende soort 
geslagsklierweefsel, was elke geval duidelik Of manlik 
of vroulik. 

Die simptomegroep behorend tot onontwikkelde 
eierstokke moet vervolgens bespreek word. Polani® het 
daarop gelet dat samepersing van die aorta, wat gewoon- 
lik meer dikwels onder mans voorkom, ook dikwels ’n 
bykomstige verskynsel in *n geval van onontwikkeling 
van die eierstokke is. In sulke gevalle is dit bevind dat die 
vel wel manlik was. Hulle was in werklikheid voorbeelde 
van _testikel-onontwikkeling—’n uiterste graad van 
manlike skyndubbelslagtigheid met ’n vroulike voorkoms. 
Die geslag van baie gevalle van ,eierstok’-onontwikkeling 
is nou bepaal, en hoewel die meeste geneties klaarblyklik 
manlik is, is sommige wel geneties vroulik. Die meer 
korrekte benaming vir hierdie sindroom, nl. ,onont- 
wikkeling van die geslagsklier’ word vandag gebesig. 
Dit is duidelik dat geslagsbepaling deur veltoetse baie 
nuttig kan wees vir diagnosebepaling in gevalle waar die 
geslag geneties manlik is. 

Eindelik word die velmetode van geslagsbepaling tans 
ook gebruik om daardie netelige probleem, die oor- 
sprong van teratome,® te probeer verklaar. Dit is bevind 
dat teratome wat tot dusver by vroue gerapporteer 1s, 
wel vroulike kerns het, terwyl hul kerns by mans of 
manlik Of vroulik is. Op grond hiervan skyn dit dat 
tenminste sommige van hierdie ,gewasse’ by mans In 
werklikheid die weefsel van *n ander indiwidu is— 
eintlik *n tweeling. Op hierdie gebied kan daar duidelik 
verdere vooruitgang gemaak word. 


1. Barr, M. L. en Bertram, E. G. (1949): Nature, 163, 676. 
2. Moore, K. L. en Barr, M. L. (1954): Acta anat., 21, 197. 
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THE NEPHROTIC SYNDROME 


There is much confusion regarding the aetiology, 
classification, prognosis and treatment of the nephrotic 
syndrome,’ although the condition is recognized as a 
clinical entity. It has been concluded that it is not 
related to acute glomerular nephritis, although it has 
long been conventional to classify certain of the patients 
as cases of this condition. The nephrotic syn- 
drome may develop acutely without signs of glomerular 
nephritis, and the essential lesion is apparently an 
abnormal permeability of the glomerular filtering 
membrane to protein. There is a definite abnormal 
permeability to serum albumin, and this may be the 
result of changes in the basement membrane that 
have been observed by certain workers; the changes 
in the tubular epithelium appear to be generally accepted 
as secondary in nature. In his classification of nephritis 
Ellis? emphasized the changes in the basement mem- 
brane in type-2 nephritis, in which type the pathological 
findings resemble those occurring in a long-standing 
nephrotic syndrome. 

The nephrotic syndrome may occur in the course of 
certain diseases such as diabetes mellitus, lupus ery- 
thematosis, and amyloid disease. A few drugs such as 
troxidone (Tridione), paramethadione, and bismuth, 
have produced the syndrome in certain sensitive persons. 
Hypersensitivity reactions to respiratory allergens may 
also produce a disease indistinguishable from the 
nephrotic syndrome. Thus many patients suffering 
from the syndrome have a history of allergy and many 
show a striking eosinophilia.* 

The mechanism by which these agents and reactions 
produce the nephrotic syndrome has been investigated 
by serial renal biopsy and by the study of experimental 
nephrotoxic serum nephritis. The latter method has 
proved the most successful. Nephrotoxic serum is 
prepared by sensitizing an animal to renal tissue of 
another species; when this serum is injected into the 
species from which the kidney tissue was obtained, 


renal changes occur which Heymann and his associates® 
have shown to be similar to the nephrotic syndrome as 
observed in children. The type of disease produced in 
rats by this immunological technique may resemble 
either acute nephritis or lipaemic nephrosis, depending 
on the dose and potency of the nephrotoxic serum.! 
Many agents have been studied experimentally which 
inhibit or lessen the renal lesions, but the results of 
these experimental studies are not applicable to the 
treatment of human disease. 

There is evidence of increased amounts of the adrenal 
steroid aldosterone in the urine during exacerbations 
of the nephrotic syndrome, and of a fall in the level 
when improvement of the nephrotic state results in 
diuresis and elimination of sodium. The effects of a 
high level of aldosterone on the renal lesion and on 
proteinuria remain to be determined. Corticotrophin 
and cortisone have been given as part of the plan of 
treatment in patients with the nephrotic syndrome; 
they produce an initial retention of water with oliguria, 
and a decrease in serum sodium if the patient is on a 
very low sodium intake. These hormones appear to 
produce their effects by acting on the underlying physio- 
logical disturbance and apparently not by direct stimu- 
lation or suppression of the secretion of aldosterone. 

Much work is being done towards a proper under- 
standing of the nephrotic syndrome and more satis- 
factory treatment of the condition is required. An 
essential problem is management of the oedema, which 
is notoriously resistant to treatment. Acetazoleamide 
(Diamox) is not effective, but cation exchange resins 
appear to be of value, and mercurial diuretics, used 
by some physicians, are not advised by others. 
Luetscher, J. A. et al. (1955): J. Chron. Dis., 1, 442. 

Ehrich, W. E. et al. (1952): Arch. Path., 54, 463. 

Ellis, A. (1942): Lancet, 1, 34 and 72. 

Luetscher, J. A. and Deming, Q. B. (1950): J. Clin. Invest., 
29, 1576. 

Heymann, W. and Lund, H. Z. (1951): Pediatrics, 7, 691. 
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ABRUPTIO PLACENTAE—’N VYFJAAR-ANALISE 


J. N. DE VILLIERS, M.B., CH.B., M.O.EN G. (KAAPSTAD) 


Departement van Verloskunde en Ginekologie—Universiteit van Kaapstad 


Abruptio placentae, of die vroeé skeiding van ’n normaal 
geleé plasenta, is ’n onderwerp vol geskilpunte. Aan- 
gesien die oorsaak van hierdie siekteverskynsel nog 
onbekend is, is baie gesaghebbendes teenoorgestelde 
menings toegedaan aangaande die behandeling. Dit 
geld veral vir die rol wat kunsmatige skeuring van die 
fetale vliese en Keisersnit in hierdie verskynsel behoort 


te speel. Aangesien dit relatief gesproke ’n seldsame 
verskynsel is, kan die kliniese indrukke van ’n paar 
persoonlike gevalle maklik foutief wees. Om iets te 
put uit die ondervinding word ‘n mens dus gedwing 
om jou toevlug te neem tot statistiese analise. Maar 
die persoonlike faktor by die interpretasie van kliniese 
data kan nie uitgeskakel word nie en verklaar dikwels 
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die verskeidenheid van aansprake wat gemaak word op 
suksesvolle behandeling. 

*‘n Analise van die gevalle van abruptio placentae wat 
voorgekom het in die Verloskundige Afdeling van die 
Universiteit van Kaapstad vanaf 1949 tot 1953 (insluitend) 
word hier behandel. Die Verloskundige Afdeling 
behels 5 verskillende hospitale. Alhoewel die presiese 
behandeling in die 5 hospitale nie eenvorming was nie, 
was die grondslag in al 5 konserwatief—naamlik ver- 
dowing, behandeling van skok wanneer teenwoordig 
en die afwagting van spontane vaginale geboorte. 


VOORKOMS 


Die voorkoms verskil van land tot land. Volgens 
Macafee’ sien menige jong verloskundige in lerland 
nooit ‘n geval van verborge abruptio placentae nie. 
In Kaapstad egter vind ons hierdie verskynsel meer 
dikwels. Vir duideliker vergelyking met ander series 
is die gevalle gegradeer soos voorgestel deur Page, 
King en Merrill:'® 

Graad | behels pasiénte met effe vaginale bloeding 
en moontlik effe teerheid van die buik, maar sonder 
tekens van skok. 

Graad 2 behels pasiénte met meer oorvioedige 
vaginale bloeding en abdominale spanning en teerheid, 
maar met geen tekens van skok nie. Hierdie tipe slaan 
voreen met die gevalle van abruptio placentae met 
sigbare bloeding (,revealed accidental haemorrhage’). 

Graad 3 behels pasiénte met abdominale spanning 
en teerheid sowel as tekens van skok. Gewoonlik is 
daar minimale of geen vaginale bloeding te bespeur 
nie (verborge abruptio placentae, ,concealed accidental 
haemorrhage’), maar soms is daar taamlike sigbare 
bloeding. Die nadruk word gelé op die teenwoordig- 
heid van tekens van skok. 

Gevalle van bloeding as gevolg van eksterne hoof- 
versie, of van servikale patologie, is nie in hierdie 
analise ingesluit nie. Dit is egter moontlik dat gevalle 
van ongediagnoseerde plasenta praevia, tipe 1, of 
gevalle met oorvioedige ,tekens’ van vroeé baring 
onwetend by die gevalle van graad | abruptio placentae 
gevoeg is. Die gevalle geklassifeer onder graad 2 en 
graad 3 is egter ongetwyfeld gevalle van matige of 
ernstige abruptio placentae. 

Die syfers van hierdie serie is as volg: 


TABEL I 
Persentasie 
Graad Getal van Alle 
Bevallings 
1 354 1-12 
2 156 0-51 
3 143 0-47 
Totaal 653 2-10 


Gedurende hierdie 5-jaar periode was daar 30,495 
geboortes. Die voorkoms van graad 2 en 3 abruptio 
placentae was dus | in 96 geboortes. Hierdie syfers 
stem redelik ooreen met dié van Sexton er a/.'* (1 in 85), 
Byssche# (1 in 112) en Dieckman® (1 in 111). 


Die Rol van Swangerskapvergiftiging 
Gevalle van primére hipertensie en nefritis word 
onvermydelik hierby ingesluit. 


Alle gevalle met ‘n 
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bloeddruk van 140/90 of meer en/of met eiwit in die 
urine word in hierdie groep bespreek. So ‘n klassifikasie 
mag egter foutief wees in sekere gevalle. As gevolg 
van skok kan ‘n verhoogde bloeddruk daal tot ‘yp 
normale peil. Die bloeddruk vo6r die episode van 
skeiding van die plasenta is dikwels nie bekend in 
noodgevalle nie. Sulke gevalle mag nie verkeerdelik 
by die hoé bloeddrukgroep geklassifiseer word nie. 
In teenstelling kan swangerskapvergiftiging verkeerdelik 
geblameer word as die oorsaak van eiwit in die urine. 
Maar abruptio placentae op sigself kan eiwit in die 
urine veroorsaak. 
Die indeling van gevalle in hierdie serie is as volg: 


TABEL Il 
Swangerskap- Ongek lassifi- 
Graad vergiftiging seerd 
l 129 225 
2 91 65 
3 109 34 
Totaal 329 324 


Op die oog skyn dit of die ernstige gevalle gepaard 
gaan met swangerskapvergiftiging. By die 109 sulke 
pasiénte in graad 3 is egter ingesluit 28 pasiénte met 
eiwit in die urine, *n normale bloeddruk en tekens van 
skok. Indien die 28 pasiénte nie werklik aan swanger- 
skapvergiftiging gely het nie verminder die verhouding 
van toksemie tot ongeklassifiseerd in graad 3 na 81 
tot 62. 

Daar was net | geval van eklampsie in hierdie serie. 
Die bloeding in hierdie pasiént was van ‘n graad | 
gehalte. Van die 9 moeders wat gesterf het, het 6 aan 
toksemie gely. 

Volgens die onderstaande tabel is dit duidelik dat 
swangerskapvergiftiging geen invloed gehad het op die 
fetale sterftesyfer nie. 


TABEL ll 


PERSENTASIE TOTALE FETALE STERFTESYFER 


Swangerskap- Ongek lassifi- 
Graad vergiftiging seerd 
I 20-1 19-9 
2 60-0 56-7 
3 98 «1 97-9 


Ouderdom en Pariteit (Alleenlik graad 2 en graad 3) 


Daar is bevind dat die ouderdom van die moeder 
geen invloed uitoefen op die voorkoms van abruptio 
placentae of op die sterftesyfer van die moeder of 
fetus nie. Die voorkoms van abruptio placentae was 
83°, in multiparae en 10°, in grande multiparae. 


o 
Swangerskapvoorsorg 

Swangerskapvoorsorg bied ‘n beter kans vir oor- 
lewing van beide moeder en kind. In graad 2 en graad 3 
het 25°% van die moeders voorsorg geniet en | -4%, van 
hulle het gesterf. Onder die noodgevalle wat 75%, van 
gevalle beloop het, was die moederlike sterftesyfer 3 «1%, 

Onder die kinders in graad 2 was daar ’n sterftesyfer 
van 67°% onder die noodgevalle, teenoor ‘n sterftesyfer 
van 53° onder die gevalle wat swangerskapvoorsorg 
geniet het. 
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Daar is ’n hoé fetale sterftesyfer in abruptio placentae 
en 48°% van die babas in hierdie serie het omgekom. 
Die fetale sterftesyfer styg van 20% in graad | tot 
63% in graad 2 en 98% in graad 3. In die 5-jaar periode 
onder bespreking was daar altesaam 1,391 doodge- 


boortes en 791 nageboortelike sterfgevalle. Abruptio 
DIE LOT VAN DIE BABAS 
TABEL IV 

- = 0 Se eae - 2e 
: & $ 4 282 SEG 3 
I 354 283 34 37 71 20 
2 160* 59 83 18 101 63 
3 143 3 136 4 140 98 
Totaal 657 345 253 59 312 48 


* Sluit 4 stelle tweelinge in. 


placentae was dus die oorsaak van 18-2°% van alle 
doodgeboortes en 7-5°% van alle nageboortelike sterf- 
gevalle. In graad | is vroeggeboorte °n faktor in 77% 
van die babas wat omgekom het. In graad 2 en graad 3 
kom die babas heel moontlik om as gevolg van ver- 
mindering van bloedtoevoer deur die vroeé skeiding 
van die plasenta. 

Dit is alreeds genoem dat die moeder se ouderdom 
en pariteit en swangerskapvergiftiging geen uitwerking 
op die baba het nie. Voorgeboortelike sorg van die 
moeder verbeter die baba se kanse ietwat. 

Kan meer Keisersnitte meer babas red? In *n poging 
om lig te werp op hierdie saak is gevalle ontleed 
waar die fetale hart gehoor is by toelating tot die hospi- 
taal maar die baba nogtans doodgebore is. 


TABEL V 


Moontlike Reddings Redding Onmoontlik 


Baba te klein. 


Graad Deur Deur Hart opgehou 
Keisersnit tangverlossing of — klop binne 1 uur 
vroeér induksie vanaf toelating. 
l 10 6 6 
2 9 — 3 
3 6 5 6 
Totaal 25 11 15 


Onder graad | was daar 354 gevalle met 34 dood- 
gebore babas waarvan 22 toegelaat tot die hospitaal 
is met die fetale hart hoorbaar. Volgens Tabel V kon 
10 gevalle moontlik gered gewees het deur Keisersnit. 
Maar wat sou die aanduiding gewees het vir die oper- 
asi¢? In 3 van die 10 gevalle was daar wel klinies 
fetale nood wat ’n operasie aangedui het. In die orige 
7 gevalle het die hart skielik sonder enige waarskuwing 
gaan staan. Alleenlik roetine Keisersnitte op lewens- 
vatbare babas sou hierdie babas gered het. Aangesien 
277 moeders in graad 1 die hospitaal met lewende 
spontaangebore babas verlaat het, sou so ‘n stelsel 
277 onnodige operasies ten gevolge gehad het terwyl 
moontlik 16 meer babas gered sou gewees het. Roetine 
Keisersnitte in graad 1 gevalle word dus afgekeur, 
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alhoewel daar met O’Donel Browne? saamgestem word 
dat daar noukeurig dopgehou moet word vir fetale 
nood. Keisersnit alleenlik vir fetale nood kon 3 
babas meer in hierdie serie gered het. 

Onder graad 2 was daar 160 geboortes met 83 dood- 
geboortes, waarvan 12 toegelaat is terwyl die fetale 
hart nog hoorbaar was. Van die 77 lewendig gebore 
babas is 8 deur Keisersnitte gebore. In 6 gevalle is die 
operasie uitgevoer spesifiek vir die baba se onthalwe. 
In 2 van hierdie 6 gevalle is die baba na operasie oor- 
lede. Soos blyk van Tabel V kon nog 9 babas teoreties 
deur “n Keisersnit gered gewees het. Soos in graad | 
was daar geen waarskuwende tekens van fetale nood 
nie en derhalwe sou alleenlik roetine Keisersnitte die 
babas gered het. Dit sou 51 onnodige Keisersnitte in 
graad 2 meegebring het aangesien daar 51 spontane 
vaginale geboortes met lewende babas was. 

Uit ‘n ander oogpunt beskou, vind ons dat uit elke 
8 moeders waar die fetale hart gehoor is by toelating, 
| geboorte gegee het aan ’n dooie baba en van die 7 
lewendig gebore babas 2 oorlede is. Sou meer Kei- 
sersnitte hierdie nageboortelike sterftesyfer verminder 
het? Die nageboortelike sterftesyfer onder spontane 
vaginale geboortes was 26% (18 uit 69) en onder Kei- 
sersnit-babas 25°%% (2 uit 8). 

Roetine Keisersnitte in graad 2 word dus ook afge- 
keur. Dit word egter ten sterkste beklemtoon dat daar 
dikwels na die fetale hart geluister moet word en dat 
die operasiekamer gedurig in gereedheid gehou moet 
word vir ‘n Keisersnit indien daar tekens van fetale 
nood ontstaan. Die verloskundige mag huiwer om te 
opereer as gevolg van die onvolwassenheid van die 
baba. Dit is daarom verblydend om daarop te let dat 
4 van die 6 babas in graad 2 wat gelewe het na geboorte 
deur Keisersnit, wel vroeggebore was en die kleinste 
het slegs 4 pond 4 onse geweeg. Aangesien die fetale 
sterftesyfer egter so hoog is, sou dit miskien wenslik 
wees om in gevalle waar die moeder ‘n primigravida 
oor 35 jaar oud met ’n relatiewe onvrugbaarheid, 
*n Keisersnit uit te voer vir die baba se onthalwe. 

In graad 3 was daar 143 gevalle, in 3 waarvan Keiser- 
snitte uitgevoer is om die baba te red. Net | baba het 
gelewe; 17 gevalle is egter toegelaat met hoorbare 
fetale hartklanke. Teoreties was daar 6 gevalle waar °n 
Keisersnit uitgevoer kon gewees het nadat vir skok be- 
handel is. Aangesien | baba lewendig per vaginam gebore 
is, sou roetine Keisersnit net | onnodige operasie mee- 
gebring het. Aangesien die fetale sterftesyfer so hoog is in 
graad 3, word ’n Keisersnit vir die baba se onthalwe 
aangeraai waar die fetale hartklanke nog hoorbaar is 
nadat skok in the moeder behandel is en daar geen 
tekort van fibrinogeen in die bloed is nie. 


DIE MOEDERLIKE STERFTESYFER 


Daar was 9 moederlike sterfgevalle in hierdie serie 
(1 -4%,). Die sterftesyfer was 2-6% in graad 2 en 2:8% 
in graad 3. Verbasend genoeg, lyk dit dus asof die 
teenwoordigheid van skok geen verdere risiko vir die 
moeder beteken nie. Die verklaring is heel moontlik 
dat skok, wanneer teenwoordig, doeltreffend behandel 
is. Daar was geen voorliefde vir enige besondere ouder- 
doms- of pariteitsgroep nie. 








TABEL VI. MOEDERLIKE STERFGEVALLE 
: # F E S§S 


Graad % Voorkoms Renale Nageboortelike 
Bloeding 
1 0:3 — 1 
2 2-6 2 2 
3 2°8 3 1 
Totaal 1-4 5 4 


Die sterfgevalle kan volgens kliniese voorkoms in 2 
groepe verdeel word, naamlik die renale en die oor- 
vloedige nageboortelike bloedingtipe. 


Die Renale Groep 


Die 5 gevalle in hierdie groep word kortliks as volg 
omskrywe: 


Geval | (1949), W.H., gravida 10, para 9, 37 jaar oud, ’n nood- 
geval, is toegelaat nadat sy 4 uur in kraam was en | pint blood per 
vaginam verloor het. Sy was 34 weke swanger. Daar was geen 
tekens van skok te bespeur nie, maar daar was spanning en teerheid 
in die buik. Die bloeddruk was 170/100 mm. kwik, polsnelling 
92 per minuut en 2 plus eiwit in die urine. Veertig minute na 
toelating is *‘n 4 pond 8 ons baba dood gebore. Na geboorte van 
die plasenta is 6 onse donker klonte bloed en 25 onse vars bloed 
uitgeskei. Die pasiént was daarna oliguries en die volgende hoe- 
veelheid urine is daagliks uitgeskei (in kronologiese volgorde): 
5 onse, 10 onse, 13 onse, 7 onse en 18 onse. Die bloed-urea kon- 
sentrasie het gestyg tot 126 mg. persent en die koolstofdioksied- 
verbindingskrag het gedaal tot 26 volume persent. Die pasiént 
het kortasem geword en is op die 6de dag na geboorte oorlede. 
Gedurende hierdie 6 dae het die pasiént egter binneaarse voedings 
ontvang. Die hoeveelhede per dag het gereeld 4,000 cc. oorskry. 
Die nadoodse ondersoek het geen lig gewerp op die oorsaak van 
die dood nie. Die een nier het 'n geneesde pyelonefritis aangedui. 
Die ander nier was normaal en die longe het pulmonale edeem 
getoon. Dit is egter nou ‘n erkende feit dat oortollige toediening 
van vloeistof binneaars in ‘n pasiént wat min urine uitskei, die 
dood kan veroorsaak. Dit is moontlik die uitleg in hierdie geval. 


Geval 2 (1952), K.H., 28 jaar oud, gravida 1, 34 weke swanger, 
is as noodgeval toegelaat nadat sy aan 'n matige vaginale bloed- 
verlies gely het. Haar bloeddruk was 170/100 mm. kwik, die 
polsnelling 100 per minuut, die pasiént was nie geskok nie en haar 
buik was teer met spanning en geen fetale hart hoorbaar nie. 
Daar was 4 plus eiwit in die urine. Agtien uur na toelating is ‘n 
4 pond 12 ons baba dood gebore. In die eerste 28 uur na toelating 
is net 2 onse urine uitgeskei ten spyte van die feit dat die pasiént 
se algemene toestand goed was. Sy het 2 pinte bloed en | pint 
15° glukose binneaars ontvang gedurende hierdie tydperk. 
Gedurende die volgende 5 dae het sy 'n totaal van 13 onse urine 
uitgeskei en sy is op die 6de dag oorlede. In die nageboortelike 
periode is sy streng volgens die Bull-metode behandel.? Aangesien 
die pasiént ’n Maleier was, is toestemming tot "n nadoodse onder- 
soek geweier. 


Geval 3 (1952), M.S., 46 jaar oud, gravida 12, para 11, 32 weke 
swanger, is 6 uur na ’n hewige vaginale bloeding as ‘n noodgeval 
toegelaat. °n Week voor hierdie episode het 'n geneesheer gevind 
dat haar bloeddruk 180/110 mm. kwik was. By toelating is daar 
tekens van skok bespeur, met die bloeddruk 120/90 mm. kwik, 
polsnelling 110 per minuut en 4 plus eiwit in die urine. Die buik 
was teer met spanning. Verdowing is toegedien en ‘n bloedoor- 
tapping begin. Die pasiént was in kraam en het 6 uur na toelating 
geboorte gegee aan ’n 2 pond 4 ons doodgebore baba. °*n Groot 
klont bloed is saam met die plasenta uitgeskei. Daar was vir 2 
uur ’n gestadige nageboortelike bloeding, terwyl 4 pinte bloed 
oorgetap is. Sy is op die 10de dag na geboorte oorlede. *n Totale 
hoeveelheid van slegs 25 onse urine is na geboorte uitgeskei. 
Gedurende hierdie tydperk is voedings en vioeistof streng volgens 
die Bull-metode toegedien. Die nadoodse bevindings was: ver- 
andering in die niertekstuur soos gevind word in maligne hiper- 
tensie met linker ventrikulére vergroting en pulmonale edeem. 


Geval 4 (1952), J.H., 38 jaar oud, gravida 5, para 1, 26 weke 
swanger en *n erkende geval van primére hipertensie, is toegelaat 
as ’n noodgeval met vaginale bloeding. Die pasiént was in kraam 


S.A. MEDICAL JOURNAL 





27 August 1955 


en nie geskok nie. Die bloeddruk was 190/130 mm. kwik, daar 
was 4 plus eiwit in die urine en die buik was teer, met spanning 
teenwoordig. ‘n Een pond 10 ons baba is 6 uur na toelating 
dood gebore; 3 uur voor die geboorte het die pasiént egter teken s 
van skok getoon. Daar was geen abnormale bloeding na geboorte 
nie, maar die pasiént het geen urine uitgeskei nie en is 6 dae na die 
geboorte oorlede. Sy was volgens die Bull-metode behandel, 
Die nadoodse bevinding was: beidersydse nierskors-nekrose; in 
die longe was ’n alveolare en atriale hialienvlies. 

Geval 5 (1953), M.M., 30 jaar oud, gravida 4, para 2, 35 weke 
swanger, is as "n noodgeval toegelaat met simptome van hoofpyn, 
swelsel van hande en voete en verminderde urine-uitskeiding vir 
5 dae. Tekens van skok was teenwoordig, die bloeddruk was 
160/130 mm. kwik, die polsnelling 140 per minuut en daar was 
4 plus eiwit in die urine. Die buik was teer met spanning teen- 
woordig en die pasiént nie in baring nie. Daar was geen vaginale 
bloeding nie. °n Diagnose van verborge abruptio placentae is 
gemaak en 600 c.c. rooi bloedselle is oorgetap. Haar algemene 
toestand, wat ongeskik was vir *n Keisersnit, het verder versleg 
en sy is 9 uur na Opname oorlede sonder dat sy geboorte geskenk 
het. Die lykskouing-bevindings was ’n verborge abruptio placentae 
met subakute glomerulo-nefritis. 


Kommentaar. Die aard van die nierletsel in hierdie 
serie variéer van die arteriolare nekrose van maligne 
hipertensie tot subakute glomerulo-nefritis en beider- 
sydse nierskors-nekrose. In hierdie serie was daar geen 
geval van nierbuis-nekrose soos gerapporteer deur 
Young'* nie. 

Daar is verskeie teorieé omtrent die ontstaan van die 
renale letsel. Dieckman® se beskouing is dat die primére 
oorsaak spasma van die arteria renalis is, wat ontstaan 
deur ’n kombinasie van skok en die skadelike uitwerking 
van stowwe gevorm in die bloedlose wand van die 
baarmoeder, Of teenwoordig in die oorgetapte bloed. 
Sheehan™ reken dat die spasma dieper is, naamlik by 
die afferente arteriole, maar in erg gevalle ook in die 
interlobulére slagare. 

Na die eksperimentele werk van Schneider™ het die 
begrip ontstaan dat die primére arteriolére letsel nie ‘n 
spasma in nie, maar wel ‘n neerslag van fibrien. Die 
oorsaak hiervan is, teoreties, dat thromboplastien 
opgeneem word in die bloedsomloop vanaf die area 
van retroplasentale bloeding en dan ’n neerslag van 
fibrien veroorsaak deur ‘n soort binneaarse bloed- 
stolling aan die gang te sit. McKay, Merrill, Weiner, 
Hertig en Reid*® glo dat swangerskap die bloedvate op 
*n spesiale manier voorberei. Wanneer abruptio pla- 
centae plaasvind, stel die nekrotiese desidua ‘n gifstof 
vry wat nie thromboplastien is nie. Hierdie gifstof 
ageer soos die prikkelende dosis in die Schwartzman- 
verskynsel. Dit veroorsaak die neerslag van fibrien, 
nie net in die nier nie maar ook in ander organe, veral 
die longe. Die eksperimentele werk op die haas, soos 
aangehaal deur Thomas,'*® dui daarop dat McKay en 
sy medewerkers op die regte spoor is. 

Totdat die presiese meganisme van die ontstaan van 
die renale letsel bekend is, sal die voorkomende be- 
handeling van hierdie komplikasie ‘n betwisbare onder- 
werp bly. Waar renale letsels reeds gevestig is, word 
die komplikasie behandel deur proteién- en vloeistof- 
inname te rantsoeneer soos voorgeskryf deur Bull, 
Bywaters en Joekes.* 


Nageboortelike Bloeding-groep 


Die 4 gevalle in hierdie groep word kortliks as volg 
omskrywe: 
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Geval 6 (1952), R.E., 33 jaar oud, gravida 5, para 4, 38 weke 
swanger, "n bespreekte geval, is toegelaat met graad | abruptio 
tae. Gedurende die 2 weke voor haar baring was daar 
altyd ’n effe graad van vaginale bloeding. Na °*n week van hospi- 
talisasie het haar bloeddruk gestyg tot 150/90 mm. kwik, en die 
fetale hartklanke het skielik verdwyn. Daar was geen eiwit in die 
urine nie. Een week later het sy geboorte geskenk aan ’n dood- 
gebore 8 pond | ons baba; 2 uur daarna het sy al 1 pint blood 
verloor en die plasenta is met die hand verwyder. °*n Mate van 
yvasklewing van die plasenta is gevind. Die pasiént het egter 
tekens van skok getoon en alhoewel ’n halwe pint bloed onder 
druk oorgetap is, het die pasiént gesterf. Daar is geen verslag 
yan ’n nadoodse ondersoek nie. 


Geval 7 (1951), 1.S., 37 jaar oud, gravida 4, para 3, is toegelaat 
as ‘n noodgeval met graad 2 abruptio placentae. Op die 4de dag 
na toelating het die fetale vliese spontaan gebreek en sy het geboorte 
geskenk aan ’n lewende 5 pond 4 ons baba. Taamlik’ baie ou 
bloedklonte is saam met die plasenta gepasseer. Daarop het ’n 
geweldige bloedverlies gevolg wat eers 2} uur na geboorte opge- 
hou het nadat °n bloedoortapping toegedien is. Haar algemene 
toestand het verbeter, maar | uur daarna het sy skielik gekla van 
pyn in die buik en gesterf. Die nadoodse bevindings was sentrale 
nekrose van die harsingslymklier en areas van bloeding in die 
alveoli van die longe. 


Geval 8 (1952), A.S., 29 jaar oud, gravida 2, para 0, is toegelaat 
met vaginale bloeding. Vaginale ondersoek het ’n voorliggende 
plasenta uitgeskakel; 2 dae daarna het baring spontaan begin en 
die fetale hart was nog goed hoorbaar. Gedurende die baring wat 
9 uur geduur het, het ’n graad 2 abruptio placentae ontstaan en ’n 
7 pond 10 ons baba is doodgebore. Na die geboorte van die 
plasenta was daar aanhoudende bloeding en ten spyte van bloed- 
oortappings onder druk is die pasiént 3 uur daarna oorlede. 
Volgens die nadoodse ondersoek was die oorsaak van dood akute 
bloedverlies. Geen ander letsels is gevind nie. 


Geval 9 (1950), J.G., 39 jaar oud, gravida 8, para 7, 35 weke 
swanger, is toegelaat as ’n noodgeval met akute vaginale bloeding. 
Die pasiént was reeds 4 uur lank in baring. Drie pinte bloed is 
onmiddellik onder druk oorgetap en 24 uur later is ’n 5 pond 
4ons baba doodgebore. Ten spyte van die feit dat die baarmoeder 
styf saamgetrek was, het ’n vinnige vaginale bloeding ontstaan 
na die geboorte van die plasenta; 17 uur later was 16 pinte bloed 
teeds oorgetap. Aangesien sy nog steeds gebloei het is ’n algemene 
narkose toegedien om die verdagte vaginale skeurings te heg. 
Die pasiént is egter onder narkose oorlede. By die lykskouing is 
bloeding agter die peritoneum aan die onderent van die baar- 
moeder gevind. Die lewer het histologiese bewyse van eklampsie 
getoon. 


Kommentaar. In hierdie serie was daar 176 gevalle 
(27%) van oorvloedige nageboortelike bloeding. Die 
standaard wat gebruik is, is *n verlies van meer as 20 
onse bloed na die geboorte van die baba (retroplasentale 
klont uitgesluit). Die voorkomssyfer is hoér in gevalle 
van hewiger graad. Die voorkomssyfer styg van 14 -6% 
in graad | tot 33-9% in graad 2 en 45-4% in graad 3. 

Verskeie werkers, vernaamlik Schneider,’* Page, 
Fulton en Glendenning® en Weiner, Reid en Roby!’ 
het in die afgelope 5 jaar bewys dat hierdie neiging tot 
bloeding in abruptio placentae te wyte is aan ‘n ge- 
brekkige bloedstolling wat op sy beurt te wyte is meestal 
aan ‘n gebrek aan fibrinogeen in die plasma en soms 
aan oortollige fibrinolisme. Wanneer hierdie neiging 
tot bloeding voorkom, vind ons dat *n monster veneuse 
bloed Of glad nie stol nie of *n onstabiele klont vorm. 
By meer presiese ontleding word dan gevind dat die 
fibrinogeen-inhoud verlaag is tot onder 150 mg. persent. 
In hierdie serie is geen presiese ontledings gedoen nie, 
maar in 5 gevalle was daar ‘n definitiewe neiging tot 
bloeding. In 1 geval is daar wel opgelet dat die bloed 
glad nie gestol het nie. In 3 pasiénte is die bloeding 
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gekontroleer deur veelvoudige bloedoortappings. In 
die 4de pasiént was dit nie moontlik om die bloeding 
te kontroleer met die gewone metodes, insluitende 
gaasopstopping van die baarmoeder, nie. Die baar- 
moeder is verwyder nadat 10 pinte bloed oorgetap is. 
By die operasie is vars bloed gevind in die buikholte 
en daar was lastige aanhoudende bloeding van alle 
oppervilaktes. Die pasiént het herstel. Die Sde pasiént 
(J.G., geval 9) is oorlede en ’n eklamptiese lewer is by 
nadoodse ondersoek gevind. Kon die siek lewer mis- 
kien nie vinnig genoeg fibrinogeen vervaardig nie? 

Dit is moontlik dat die lewes van gevalle 6, 7 en 8 
gered kon geword het deur vroeér bloedoortappings. 
Sulke sterfgevalle kan voorkom word. Met die wete 
dat 34°, van graad 2 gevalle en 45% van graad 3 gevalle 
nageboortelike bloeding sal hé, behoort bloed van die 
regte ABO en Rh-tipering gereed te wees vir oortapping. 
Wanneer nageboortelike bloeding plaasvind behoort 
die bloedstolling ondersoek te word, en waar moontlik, 
behoort die fibrinogeen-inhoud getoets te word. Waar 
daar ’n tekort aan fibrinogeen is, behoort bloedoor- 
tappings toegedien te word. Fibrinogeen self is al 
verkrygbaar in Amerika, Engeland en Holland. Dit is 
tans ook in beperkte hoeveelhede in Suid-Afrika be- 
skikbaar, maar is nog baie duur. Dit word binneaars 
toegedien in ‘n oplossing, en van 6-8 g. is nodig waar 
daar °n algehele fibrinogeentekort in die plasma is. 


BEHANDELING 


Alhoewel die behandeling nie presies eenders was in 
al 5 hospitale nie, was die benadering oral konserwatief, 
d.w.s. verdowing en behandeling van skok met die 
afwagting van spontane vaginale baring. ‘’n Keisersnit 
is alleenlik uitgevoer in gevalle waar skok nie doel- 
treffend gekontroleer kon word nie, of waar die hoe- 
veelheid urine-uitskeiding onvoldoende was. Besonder- 
hede van behandeling word gevind in Tabel VII. 


A. Konserwatiewe Behandeling 


Konserwatiewe behandeling is toegepas in 330 gevalle 
in graad | (93%), in 122 gevalle in graad 2 (78%) en 
in 105 gevalle in graad 3 (73%). Al die moederlike 
sterfgevalle het voorgekom onder pasiénte wat kon- 
serwatief behandel is (sien Tabel VII). Onder die 
gevalle in al die grade waar die vliese gebreek was of 
*‘n buikoperasie uitgevoer was, was daar geen sterf- 
gevalle nie. 

In 6 pasiénte in graad 3 (5 -4%) waar skok behandel 
is en spontane baring afgewag is, was ’n Keisersnit 
nodig. Bloedoortappings is toegedien in 33 gevalle 
(22%) in graad 2 en 85 gevalle (59%) in graad 3. 

1. Pasiénte nie in Baring nie. Die behandeling van 
hierdie soort pasiént bied die grootste probleem. In 
O’Donel Browne® se serie van 100 gevalle, het al 7 
moederlike sterfgevalle voorgekom onder pasiénte wat 
nie in baring was nie. In hierdie serie in Kaapstad was 
daar 83 pasiénte in graad 2 en graad 3 wat nie in baring 
was nie en 4 (4-8°%) het gesterf. In teenstelling hiermee 
was daar 4 sterftes (1 8%) onder 216 pasiénte in graad 
2 en 3 wat wel in baring was by toelating. 

As dit waar is dat gifstowwe geabsorbeer word van 
die area waar abruptio placentae plaasgevind het, dan 
is dit redelik om die spoedige beéindiging van baring 
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TABEL VII. BEHANDELING 
Graad Behandeling Besonderhede Totaal Sterfgevalle 
1 Konserwatief —_ 330 1 Bloeding 
Kunsmatige skeuring van vliese -— 17 Jat 
Keisersnit wines 7 a 
2 Konserwatief Verdowing alleenlik 80 
Plus glukose-oplossing binneaars 9 122 — ae 
Plus bloedoortapping 33 2 Bloeding 
Kunsmatige skeuring van vliese a 23 _ 
Keisersnit — 11 = 
3 Konserwatief Verdowing alleenlik 14 7} 
Plus glukose-oplossing binneaars 2 \ 105 a ews 
Plus bloedoortappings 89 oeding 
Kunsmatige skeuring van vliese Na verdowing 4 
Na glukose-oplossing 4 25 — 
Na bloedoortapping 17 
Keisersnit Almal na bloedoortapping 13 — 
te bepleit. Page, King en Merril'® meld dat vertraging nie) in wie die vliese kunsmatig geskeur is. Sonder 


*n dodelike faktor is en dat wanneer die kwantitatiewe 
faktore eenders is, die sistemiese effekte van akute 
abruptio placentae direk in verhouding sal wees tot 
die tyd wat verloop vanaf die oomblik van plasentale 
skeiding tot geboorte. 

In hierdie serie is daar 41 pasiénte, graad 2, toegelaat 
wat nie in baring was nie. In 7 gevalle is baring aange- 
bring deur die vliese te breek en in 7 gevalle is Kei- 
sersnitte uitgevoer. Van die orige 27 moeders, waar 
spontane baring afgewag is, is 3 oorlede (11°) (gevalle 
2,7 en 8). Dit vorm die groep met die hoogste moeder- 
like sterftesyfer. In hierdie 3 sterfgevalle het spontane 
baring 18 uur, 36 uur en 96 uur respektiewelik na 
toelating plaasgevind. In graad 3 is spontane baring 
afgewag in 25 gevalle, en | moeder is oorlede 9 uur na 
toelating sonder dat baring begin het (geval 5). 

2. Pasiénte in Baring. Daar was 4 sterfgevalle onder 
216 pasiénte (1 -8°%) wat toegelaat is in baring. Die 
tydverloop vanaf toelating tot baring was | uur, 2) uur, 
6 uur en 6 uur respektiewelik, sodat radikale behandeling 
vanselfsprekend nie aangewys was nie. 

B. Kunsmatige Skeuring van die Fetale Vliese 

Crichton® het ’n oorsig van 120 gevalle van abruptio 
placentae in 1950 gegee. Hy het gevind dat uit 23 
moeders wat behandeling vir skok ontvang het en nie 
in baring was nie en waar die vliese kunsmatig geskeur 
is, 5 moeders gesterf het. Hy het voorgestel dat sulke 
behandeling verdere bloeding veroorsaak soos getuig 
word deur die enorme hoeveelheid retroplasentale 
klonte wat in sulke gevalle na geboorte uitgeskei word. 

Weiner, Reid en Roby"? het egter ook in 1950 daarop 
aanspraak gemaak dat kunsmatige skeuring van die 
vliese “n spesifieke geneeskundige waarde het. Ge- 
brekkige bloedstolling ontstaan in hewige gevalle as 
gevolg van ‘n tekort van plasma-fibrinogeen. Volgens 


hul teorie word dit veroorsaak deur die absorpsie van 
thromboplastien van die area van plasentale skeiding. 
Hierdie skrywers meen dat skeuring van die vliese die 
absorpsie van thromboplastien stuit deur die druk in 
die baarmoeder te verminder. 

Volgens Tabel VIII was daar 9 pasiénte in hierdie 
serie (van graad 2 en 3-gehalte en wat nie in baring was 


uitsondering het baring kort daarna begin en ‘n normale 
geboorte het daarop gevolg sonder dat die algemene 


TABEL VIII. KUNSMATIGE SKEURING VAN VLIESE 
Graad Nie in Baring In Baring Totaal Persentasie 
1 13 5 18 5-0 
2 3 20 23 14:7 
3 6 19 25 17-0 
Totaal 22 44 66 10°] 


toestand van enigeen verswak het na die skeuring van die 
vliese. In ‘n verdere 39 gevalle is die vliese kunsmatig 
geskeur nadat baring reeds begin het en die skok doel- 
treffend behandel is. In geen van hierdie gevalle is ‘n 
moeder oorlede, Of het selfs die toestand verswak na 
die skeuring van die vliese nie. Op grond van hierdie 
bevindings word die juistheid van die stelling dat dit 
onraadsaam is om die vliese kunsmatig te skeur in 
abruptio placentae, in twyfel getrek. 


C. Buikoperasies 
Daar is altesaam 31 buikoperasies uitgevoer (4-9°, 
van alle gevalle) sonder enige moederlike sterfgevalle. 
TABEL IX, BUIKOPERASIES 


Aanwysing 


Graad Totaal Persentasie 
Vir moeder Vir baba 
l 3 4 7 1-9 
2 5 6 11 7:7 
3 10 3 13 9-0 
Totaal 18 13 31 49 


Die tipes van operasie wat uitgevoer is, is as volg: 
23 laer segment-Keisersnitte, 5 klassieke Keisersnitte, 
2 histerotomies en | Keisersnit met histerektomie. Die 
voorkomssyfers in die grade was as volg: 

Graad |. Daar is 7 Keisersnitte uitgevce- (1 -9°,). 
In 3 gevalle was die bloeding ‘n bysaak. In 4 gevalle 
is die operasie uitgevoer om te verseker dat die baba 
lewendig gebore sou word. Altesame 6 babas het die 
geboorte oorlewe, die kleinste waarvan 2 pond 14 onse 
geweeg het. 
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Graad 2. Daar is 9 Keisersnitte en 2 histerotomise 

uitgevoer om °n lewende geboorte te verseker en in 4 
gevalle het die baba gelewe. In 5 gevalle is die operasie 
uitgevoer vir die moeder se onthalwe: in 3  gevalle 
omdat sy nie in baring was nie, in | geval vir ‘n dis- 
proporsie en in die laaste geval vir ‘n verdagte voor- 
liggende plasenta, waar ‘n abruptio placentae egter 
gevind is. 
* Graad 3. Daar is 13 Keisersnitte uitgevoer (9 -0°,). 
In 3 gevalle is dit om die baba se onthalwe gedoen, 
maar net | baba het dit oorlewe. In 4 gevalle is ‘n 
Keisersnit as die aangewese behandeling beskou vir ‘n 
pasiént wat nie in baring is nie. In 6 gevalle was die 
operasie uitgevoer nadat konserwatiewe behandeling 
toegepas is. Na die herstel van skok is spontane baring 
afgewag. Maar die hoeveelheid urinére uitskeiding was 
onvoldoende, Of die algemene toestand van die pasiént 
het weer versleg voor baring, en ‘n Keisersnit is dus 
uitgevoer. In geen van hierdie gevalle egter is die 
vliese kunsmatig geskeur vOdr die operasie nie. Page, 
King en Merrill'® raai aan dat die vliese wel kunsmatig 
geskeur behoort te word en dat as geboorte nie in 
vooruitsig binne 4 uur is nie, ‘n Keisersnit uitgevoer 
moet word. 

In 13 gevalle, in al 3 grade, is daar vir die baba se 
onthalwe geopereer. Nege babas het gelewe. Volgens 
die resultate van hierdie serie word dit voorgestel dat 
‘n Keisersnit vir die baba se onthalwe aangedui word 
in graad | en graad 2 wanneer daar tekens van fetale 
nood is, en in graad 3 as die fetale hartklanke nog 
hoorbaar is en skok doeltreffend behandel is. ‘n Kei- 
sersnit is Ook aangedui in graad 2 vir die baba se ont- 
halwe sonder dat fetale nood teenwoordig is, indien 
die moeder ‘n primigravida in die ouderdomsgroep 
dor 35 jaar is, en aan ‘n relatiewe onvrugbaarheid ly. 


BEHANDELING IN VERHOUDING MET MOEDERLIKE 
STERFGEVALLE 


Die moederlike sterftesyfer vergelyk gunstig met dié 
van ander rapporte. Sheehan en Moore" het die moeder- 
like sterftesyfer uitgewerk vir hewige gevalle. Om ‘n 
uniforme standaard vir vergelyking te hé, het hul dit 
uitgewerk alleenlik vir gevalle waar die baba oorlede is, 
en gee die volgende syfers aan: Bland en Rakcff (1938) 
9-5°%:! Crichton (1950) 10-3°.:° Sexton er a/. (1950) 
11-5%'8 en Sheehan en Moore (1950) 10-7°.."' Die 
ooreenstemmende syfer in hierdie serie is 3-3%. Dit 
regverdig die basiese konserwatiewe behandeling, waar 
n Keisersnit alleenlik uitgevoer word waar definitiewe 
aanduidings soos hierbo aangeteken, teenwoordig is. 

Die Verlaagde Moederlike Sterftesyfer. Die moeder- 
like sterfgevalle in “n ooreenstemmende serie in die 
Verloskundige Afdeling van die Universiteit van Kaap- 
stad het van 10 -3°% tot 3-3°, gedaal. Twee moontlike 
faktore is in aanmerking geneem, naamlik ’n verlaagde 
voorkoms van kunsmatige skeuring van die vliese waar 
pasiénte nie in baring was nie, of ‘n verhoogde voor- 
komssyfer van Keisersnitte. 

Daar is 2 bevindings wat daarop dui dat die ver- 
beterde toestand nie die gevolg van die verminderde 
voorkoms van kunsmatige skeuring van die vliese is 
me. Hulle is: 
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(1) Die hoogste sterftesyfer van enige groep in 
hierdie serie—3 uit 27 (11 °%%)—het voorgekom in graad 2 
waar spontane baring afgewag is; en 

(2) In die 9 gevalle in graad 2 en 3 waar die vliese wel 
kunsmatig geskeur is om baring aan te bring, was daar 
geen verslegting indie moeder se toestand nie en daar was 
geen Keisersnitte of sterfgevalle nie. 

Die 2de faktor, naamlik verhoogde voorkoms van 
Keisersnitte, is meer belangrik. Crichton® haal 7 Kei- 
sersnit-operasies uit 120 gevalle met 2 moederlike sterf- 
gevalle aan. In die ooreenstemmende graad 3 van 
hierdie serie is 13 Keisersnitte uit 143 gevalle uitgevoer 
sonder enige moederlike sterfgevalle. Kon ‘n Kei- 
sersnit die lewe van enige van die sterfgevalle in die 
huidige serie gered het? In die renale groep van sterf- 
gevalle is net 2 pasiénte tot die hospitaal toegelaat 
wat nie in baring was nie. In die geval van K.H. (geval 2) 
moes die klein hoeveelheid urine-uitskeiding ‘n operasie 
aangedui het. In die geval van M.M. (geval 5) was die 
pasiént nooit geskik vir operasie vanaf toelating tot 
haar dood nie. Die regte behandeling in haar geval 
sou gewees het: swangerskapvoorsorg, hospitalisasie en 
vroeé beéindiging van ‘swangerskap. Die ander 3 
pasiénte in die renale groep was reeds in gevorderde 
baring by toelating tot die hospitaal en operasie is dus 
nie aangedui nie. In die groep van sterfgevalle as 
gevolg van nageboortelike bloeding is die voorkomende 
behandeling nie ‘n Keisersnit nie, maar gereedheid. 
Genoegsame hoeveelhede bloed, gereed vir oortapping, 
behoort beskikbaar te wees en ‘n ogie moet gehou word 
op die bloedstolling en fibrinogeen-inhoud van die 
plasma. 

Oénskynlik is die konserwatiewe behandeling van 
abruptio placentae geregverdig. Wanneer skok voorkom 
moet dit met verdowing en voldoende bloedoortappings 
behandel word. Indien die pasiént nie in baring is 
teen die tyd dat skok behandel is nie, moet die vliese 
kunsmatig geskeur word. Indien die pasiént se ver- 
beterde toestand nie gehandhaaf word nie, of onvol- 
diende hoeveelhede urine uitgeskei word (met die 
pasiént natuurlik in “n gehidreerde toestand), dan is ‘n 
Keisersnit aangedui, mits daar nie ‘n plasma fibrino- 
geen-tekort is nie. “n Operasie is ook soms nodig vir 
die baba se onthalwe. 


OPSOMMING 


1. Seshonderd drie-en-vyftig gevalle van abruptio 
placentae word geanaliseer volgens grade van hewigheid. 
Die invloed van swangerskapvergiftiging, ouderdom, 
pariteit en swangerskapvoorsorg word bespreek. 

2. Ag-en-veertig persent van die babas is oorlede. 
‘n Keisersnit is aangedui vir die baba se onthalwe in 
graad | en 2 alleenlik wanneer fetale nood te bespeur is, 
maar in graad 3 in alle gevalle waar die hartklanke 
hoorbaar is en skok gekontroleer is. ‘n Keisersnit is 
ook aangedui in graad 2 vir die baba se onthalwe sonder 
dat fetale nood teenwoordig is, indien die moeder ‘n 
primigravida in die ouderdomsgroep 66r 35 jaar is, 
en aan ‘n relatiewe onvrugbaarheid ly. 

3. Die 9 moederlike sterfgevalle word gerangskik in 
renale en nageboorielike bloedingsgroepe. 

4. Die lae moederlike sterftesyfer in hierdie serie 
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regverdig die basiese konserwatiewe behandeling. Dit 
word voorgestel dat waar ‘n pasiént nie in baring is nie 
en skok behandel is, die vliese kunsmatig geskeur moet 
word. Indien die aanvanklike verbetering in die pasiént 
se toestand nie gehandhaaf word nie, of indien die 
hoeveelheid urinére uitskeiding onvoldoende is, word *n 
Keisersnit aangedui. 

5. Die belangrikheid van plasma fibrinogeen-tekort 
in nageboortelike bloeding word aangedui. Voor ‘n 
Keisersnit aangedurf word, moet ‘n bloedstollingstoets 
uitgevoer word. 


SUMMARY 


1. Six hundred and fifty-three cases of premature 
separation of a normally implanied placenta are analysed 
according to grades of severity. The effects of toxaemia, 
age, parity and antenatal supervision are discussed. 

2. Forty-eight per cent of the infants succumbed. 
Caesarean section to save the child is indicated in 
grades | and 2 only when foetal distress is apparent, 
but in grade 3 in all cases when the foetal heart is still 
audible after shock has been controlled. In grade 2, 
when the mother is an elderly primigravida with relative 
infertility, a Caesarean section for the sake of the baby 
may be indicated without signs of foetal distress being 
apparent. 

3. The 9 maternal deaths are arranged into oliguric 
and postpartum haemorrhage groups. 

4. The low maternal death rate in this series justifies 
the basically conservative attitude in treatment. When a 
patient is not in labour after shock has been controlled 
it is suggested that the membranes should be ruptured 
artificially. When initial improvement in the patient’s 
general condition is not maintained, or urinary output 
is inadequate, Caesarean section is indicated. 


S.A. MEDICAL JOURNAL 





27 August 1955 


5. The importance of afibrinogenaemia in_post- 
partum haemorrhage is stressed. Prior to Caesarean 
section the coagulability of the blood should be tested, 


Met graagte betuig ek my opregte dank aan Professor James T. 
Louw vir sy aanmoediging, en die Afdeling Patologie van die 
Universiteit van Kaapstad vir die rapporte oor die nadoodse 
ondersoeke. 
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COLPORRHEXIS 


WITH A REPORT OF A CASE OF SPONTANEOUS PRIMARY RUPTURE OF THE POSTERIOR 
VAGINAL VAULT DURING LABOUR * 


LOUIS RESNICK, M.B., 


CH.B., M.R.C.O.G. 


and 


HENDRIK WILLEM MULLER, M.B., 


CH.B., M.R.C.O.G. 


Department of Obstetrics and Gynaecology, University of Cape Town 


Colporrhexis (colpoporrhexis') or rupture of the vaginal 
vault or upper third of the vagina, occurring during 
labour, most commonly follows an extension of a tear 
of the lower uterine segment or cervix during labour.'-® 

Less frequently rupture occurs without involvement 
of the uterus. The rarity of such an incident makes the 
following case of interest. 


J.F., a Coloured 9th para, gravida 10, aged 43 years, was admitted 
to the Somerset Hospital in labour on 9 August 1954. 
Previous obstetric history. Nine previous normal confinements 


* Paper read at Congress of Society of Obstetricians and Gynae- 
cologists of South Africa, Cape Town, January 1955 


of infants weighing 6} to 8 lb. Apart from a laceration of the 
perineum with the first confinement, there was no history of 
previous injury or operation. 

Menstrual history. Last normal period occurred in November 
1953, and the expected date of confinement was August. 

Antenatal history. At her first visit on 13 July a markedly pen- 
dulous abdomen due to divarication of the recti was noted. In 
addition there was a large umbilical hernia, 3 3 inches, with 
no bowel content. Except for a blood pressure of 150 /80 mm. Hg 
(6 August), she was perfectly well. The foetus was presenting by 
the vertex in the R.O.A. position, with no obvious disproportion. 

On 9 August labour commenced spontaneously, and the mem- 
branes ruptured on the way to hospital. At 9.35 p.m. she was 
admitted to hospital having fairly strong contractions at 24 
minute intervals. Blood pressure, pulse and temperature wert 
normal. A vertex presentation, with the foetal head entering the 
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pelvic brim, was noted. Even in the supine position in bed the 
abdomen was extremely pendulous. No foetal heart sounds were 
heard (the patient had not felt movement for the previous 24 
hours). There was no vaginal bleeding. 

At 10.15 p.m. an enema of soap and water was administered 
and a good faecal and flatus result was obtained. Soon after 
sitting upright on a bedpan, the patient noted a complete cessation 
of labour pains. At 10.40 p.m. she complained of a continuous 
stabbing upper abdominal pain, and was restless, anxious and 
moderately shocked. Slight bright-red vaginal bleeding was 
noticed for the first time. 

Examination. The pulse was 100, and the blood pressure 140 90 
mm. Hg. There was marked tenderness over the entire abdomen 
with no rigidity. The foetus now was lying transversely across the 
upper abdomen with the foetal head very easily palpable in the 
left hypochondrium. Vaginal examination by the junior house 
surgeon revealed absence of a presenting part, with an indefinite 
irregular cervix practically fully dilated. 

Diagnosis. Rupture of the upper vagina (colporrhexis) with 
probable rupture of the uterus was diagnosed for the following 
reasons: (i) The sudden cessation of labour pains, (ii) the sudden 
onset of shock and signs of blood loss, and (iii) the extreme pendu- 
jousness of the abdomen. 

Blood transfusion was started and operation was decided upon. 

Operation under pentothal, flaccidil, and gas and oxygen. (A 
Ryle’s tube was passed beforehand and the stomach contents 
aspirated.) 

Fresh blood was noted on opening the abdomen, and a fresh dead 
foetus (74 lb.) and placenta were extracted from the upper ab- 
dominal cavity. 

The uterus showed no external evidence of rupture. 

The posterior vaginal wall revealed a mid-line ragged laceration 
involving its entire thickness and peritoneum, and extending from 
the cervix for about 6 inches down to within 1 inch of the recto- 
vaginal septum (Fig. 1). There was no evidence of a cervical tear 
or rupture of the lower uterine segment. Free bleeding was oc- 
curring from the edges of the laceration. Because of extreme 
difficulty of adequate exposure, repair and haemostasis, total 
hysterectomy was performed. Both tubes and ovaries were left 
in situ, and the round ligaments were sutured to the vagina after 
repair. 

Apart from a mild post-operative ileus convalescence was 
satisfactory until the 6th day, when pulmonary embolism occurred. 





Fig. 1. Colporrhexis. (Note. 
wall in its upper limits without involvement of lower uterine 
segment or cervix.) 


Rupture of posterior vagiual 


S.A. TYDSKRIF VIR GENEESKUNDE 


819 


Anticoagulant therapy was successful in promoting a complete 
recovery, and the patient was discharged 4 weeks later. 

Summary. A case of spontaneous primary rupture of the pos- 
terior upper vagina (colporrhexis) during labour, treated by total 
hysterectomy, with repair of the laceration. 

Examination of the excised uterus. A normal postpartum uterus 
with no evidence of rupture or laceration of the cervix or lower 
segment. 


DISCUSSION 


Literature. Rupture of the vaginal vault or upper third 
of the vagina (colporrhexis) is not a rare phenomenon, 
most commonly following extension of a laceration 
from the lower uterine segment or the cervix. Primary 
rupture of the vaginal vault (i.e. localized to the upper 
vagina) is however a very rare complication of labour, 
and references in the literature to such a condition are 
sparse. 

Hugenberger® in 1875 first coined the term ‘Kol- 
porrhexis’ and described 40 cases from the literature. 
It appears that he included all cases of rupture of the 
upper vagina, both primary and secondary. 

Kaufman’ in 1901 collected 82 cases of colporrhexis 
from the records, again apparently including all cases of 
rupture under one heading. 

Gamble® in 1927 from a review of the literature found 
120 instances of colporrhexis, and described a case of 
his own, where laceration of the posterior vaginal wall 
was localized to the upper limits without involvement 
of the cervix or uterus (the similarity to the present case 
is remarkable in almost every detail). The foetus was 
delivered by internal version and extraction, and the 
uterus removed immediately afterwards. 

Since 1927 only 14 cases*"* of apparent primary 
rupture of the vaginal vault during labour have been 
recorded. Included among these are 4 patients of 
Mahfouz,'* who in 160 cases of rupture of the uterus, 
found an incidence of 24° of colporrhexis localized to 
the posterior vaginal vault. 

Maurer™ in 1932 records a patient with anterior 
primary vaginal rupture following the delivery of a 
foetus by the Kristeller method. Gonnet ef a/.'® in 
1937 quote a case in which an obstructed labour due 
to polycystic kidneys of the foetus resulted in a left 
lateral primary rupture of the vault. 

The last reference of colporrhexis is that of Melody,'* 
who describes a case of rupture of the recto-vaginal 
septum during parturition in 1953. 


Ftiology 


Colporrhexis may be spontaneous or traumatic in 
origin. In the vast majority of cases rupture of the 
upper vagina follows on an extension of a tear of the 
cervix or lower uterine segment, and most frequently 
results from unskilful, sometimes brutal attempts at 
delivery of the foetus by instrumental means.'* Especi- 
ally when incompletely dilated following internal 
version, forceps extraction and breech extraction the 
cervix is injured, with a not infrequent extension of a 
laceration into the upper vagina. Less often, rupture 
of the lower uterine segment follows intra-uterine mani- 
pulations, with extension of the laceration into the 
vaginal vault, with injury to the bladder and subsequent 
haematuria. 
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Of the 160 cases of rupture of the uterus recorded by 
Mahfouz,'® 13° involved the upper vagina. Mayes* 
maintains that damage to the vaginal vault occurs more 
frequently than is suspected. Attention is usually 
drawn by the fact than an unexplained collapse of the 
patient occurs, and a speculum or vaginal examination 
reveals the true state of affairs. 

Primary colporrhexis (i.e. rupture localized to the 
upper vagina) is a rare phenomenon. Included in this 
category are patients in whom excessive and prolonged 
pressure occurs between the foetal head and pelvic 
brim, with subsequent pressure necrosis and fistula 
formation of the anterior vaginal wall.° 

Primary spontaneous rupture is the result of the 
following predisposing factors®;: 

1. Misdirection of the uterine axis, due to (a) an 
extremely pendulous abdomen associated with marked 
divarication of the recti abdominis muscles. Marked 
anteversion of the pregnant uterus will hence occur, 
thereby markedly altering the axis of the uterus. The 
presenting part is directed against the posterior wall of 
the lower uterine segment, or posterior vaginal wall 
when full dilatation of the cervix occurs. Rupture of 
the posterior vaginal vault cannot take place unless the 
cervix is completely taken up.'® In the present case, 
and that of Gamble,* a large umbilical hernia was 
also present. Similarly (5) marked obliquity of the 
uterine axis will predispose to vaginal rupture in the 
presence of complete cervical effacement. 

Under the above conditions the sudden assumption of 
the erect posture by the patient would tend to aggravate 
misdirection of the uterine axis by further increasing 
the ‘falling forward’ of the uterus. Particularly with 
sudden descent of the presenting part at the commence- 
ment of the 2nd stage of labour, the pressure against 
the posterior vaginal vault will be suddenly increased, 
with a greater tendency therefore to injury. Under 
similar circumstances, sudden evacuation of a full rectum 
following the administration of an enema at the com- 
mencement of the 2nd stage of labour might also pre- 
dispose to rupture of the posterior vaginal wall in its 
upper limits. The full rectum, just previously acting 
with ‘cushioning’ effect to the presenting part which 
is directed against it, is suddenly emptied. Sudden 
increased pressure and descent of the presenting part on 
an already markedly stretched vaginal wall might lead 
to its final and complete rupture. 

2. Following ventrofixation of the uterus. A previous 
ventrofixation to the anterior abdominal wall would 
gradually retard development of the anterior uterine 
wall, the uterus almost entirely growing at the expense 
of the posterior wall, which is consequently much 
thinner and weaker than normal at term. There is 
also marked backward and upward displacement of 
the cervix, in consequence of which the normal me- 
chanism of parturition is greatly modified. Mahfouz'* 
quotes 2 of his cases in which he had performed ventro- 
fixation, and rupture of the posterior vaginal vault 
subsequently occurred during labour. 


3. Previous weakening of the vaginal wall. Rupture 


of the posterior vaginal wall in its upper limits during 
coitus is fairly frequently described in the literature.*°-** 
This might be expected to lead to a greater tendency 
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to laceration during parturition, particularly with 
misdirection of the axis of the uterus. Previous scarring 
following operations on the posterior vaginal wall 
might similarly predispose to laceration in labour. 

4. Parity. Primary spontaneous colporrhexis has 
never been recorded in the primigravida.* In 50° of 
cases reported 6-14 pregnancies have occurred. 


Morbid anatomy 


Injury to the wall of the vagina may penetrate through 
its entire thickness and involve the overlying peri- 
toneum (complete rupture) or only the muscular wall 
(incomplete rupture). Separation of the peritoneum in 
the latter variety may extend as far as the umbilicus, 
as was described by Kaufman,’ who recorded a case 
in which the placenta was found in the region of the 
umbilicus. 

Complete rupture is 5 times as common as the in- 
complete type,?’ the former usually being spontaneous 
and the latter traumatic in origin. In the majority of 
cases the rupture begins in the lower uterine segment, 
vhich is thin and extends into the body of the uterus or 
into the vaginal fornices in the area where the uterus 
and vagina are not covered by peritoneum,'® i.e. on the 
lateral aspect. 


Direction of the laceration 


The rupture is most frequently oblique, occasionally 
encircling the entire lower uterine segment or vagina. 
Sometimes the injury is vertical, when the lateral wall 
of the vagina is usually involved. The vagina may be 
separated from the cervix by a transverse tear, which 
then extends down the lateral wall, as occurred in Gam- 
ble’s case.* 

In the present case rupture of the vagina was vertical, 
almost exactly in the mid-line, and not encroaching 
on the cervix or lower uterine segment. 


Clinical manifestations 


The signs and symptoms usually presented are those 
of rupture of the uterus, although not as severe. All 
patients with primary colporrhexis were multiparae, 
many of whom had extremely pendulous abdomens. 
In these there was sudden cessation of labour pains 
followed by continuous abdominal pain. As a rule 
vaginal bleeding occurs, varying in amount from a 
slight show to a profuse haemorrhage, especially when 
the foetus is not completely extruded into the abdominal 
cavity. There are usually symptoms and signs of shock. 
The ease of palpation of the foetus following its extru- 
sion and its abnormal position is very suspicious. 
Not infrequently, following internal manipulation such 
as internal version, sudden collapse of the patient 
occurs with signs of rupture.* Bowel or omentum may 
escape into the vagina, in which case examination will 
reveal a rent in the upper vagina. Signs and symptoms 
of peritonitis may supervene if a diagnosis is not made 
and death may result from haemorrhage or infection 
if operation is not performed. 


Treatment 


It is generally agreed that abdominal operation is 
the treatment of choice. Immediate treatment of shock 
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and loss of blood is imperative, followed by repair of 
the vaginal laceration, with or without hysterectomy in 
order to facilitate satisfactory exposure and repair of 
the vaginal tear. 


SUMMARY 


A case of primary spontaneous colporrhexis (rupture 
of upper limits of the vagina) during labour is described. 
The literature, etiology, symptomatology and treatment 
are briefly outlined. 


Our thanks to Sister Steveni for her excellent photograph of 
an original drawing, and the Medical Superintendent of the 
Somerset Hospital, for his permission to publish this case. 
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KINDERSORG EN GEESTESGESONDHEID * 


A. McE. Lamont, M.D. (GLASG.) 


Asst. Geneesheer-Bestuurder, Weskoppies-hospitaal, Pretoria 


As die mensdom die volle voordee! van geneeskundige ontwik- 
kelinge wil verkry moet die mediese vooruitgang gepaard gaan 
met maatskaplike veranderinge. 

Gedurende die afgelope honderd jaar het die mediese wetenskap 
ontsaglike vordering gemaak veral op die gebied van siektes met 
enkelvoudige oorsake, bv. maagkoors, cholera, rachitis, witseerkeel 
ens. Om hierdie plae onder bedwang te kry moes die algemene 
publiek geleidelik daartoe beweeg word om die noodsaaklikheid 
van ’n higiéniese leefwyse en immunisasie in te sien. 

Die eerste stap in die beheer van bogenoemde plae was die 
ontdekking van die oorsake van hierdie toestande deur weten- 
skaplikes. 

Die tweede essensiéle stap was die nodige maatskaplike ver- 
anderinge wat moes plaasvind. Die kennis dat maagkoors en 
cholera veroorsaak word deur kieme aanwesig in menslike uit- 
skeidings moes by. gevolg word deur opvoeding van die gemeen- 
skap ten opsigte van die voorkoming van die besmetting van 
voedsel en water. 

Die geskiedenis van die kontrole oor hierdie en soortgelyke 
siektes is Ook die geskiedenis van die grondslag en die uitbreiding 
van Ons Openbare gesondheidsdienste. 

Verskillende wetenskappe het elk sy eie tempo van ontwik- 
keling. Fisika en Chemie het baie gou wasdom bereik. Medisyne 
en Chirurgie is net so pas hul puberteitstadium verby terwyl 
Psigiatrie nog nie sy kinderskoene ontgroei het nie. Sosiologie 
iS NOg in sy suigelingstadium. Die klaarblyklike rede vir die 
telatiewe verskil in die tempo van ontwikkeling in verskeie weten- 
skappe is toe te skryf aan die ingewikkeldheid van die verskynsels 
wat waargeneem moet word. 

Die rigting aangedui deur pioniers op die gebied van liggaamlike 
siektes en die kontrole daarvan, kan nagevolg word in ’n poging 
om die toename van geestessiektes in ons Westerse beskawing in 
toom te hou. 

Om die probleme van geestesgesondheid die hoof te bied, 
moet daar fundamentele veranderinge in die oriéntering van ons 
geneeskundiges, verpleegsters en maatskaplike werksters plaas- 


*'n Toespraak gelewer voor die jaarlikse vergadering van die 
Pretoriase Kindersorgvereniging, 21 Junie 1955. 


vind. Hulle moet die beginsels van geestesgesondheid en die 
voorkoming van geestessiektes deeglik begryp. Tot dusver was 
al hulle aandag in beslag geneem deur liggaamlike siektes. 

Toe *n vooraanstaande internis wat ook ’n baanbreker op die 
gebied van Psigiatrie was, die vraag gestel is: ,Wat is *"n normale 
mens?” het hy nie ’n uitgebreide verduideliking gegee nie, en 
maar net geantwoord: ,’n Normale mens kan werk en liefhé’. 
Laasgenoemde sluit in dat hy ’n verhouding met ’n lid van die 
teenoorgestelde geslag kan aangaan, kan trou en so ’n mate van 
harmonie kan bewerkstellig dat hy *n gesin kan bou. 

In hooftrekke kan abnormale geestestoestande in 3 tiepes ge- 
klassifiseer word. 

1. Die Psigoses en Swaksinniges 

Hierdie persone toon gewoonlik so ’n ernstige gedragsafwyking 
of sinsbedrog dat hulle volgens wet sertifiseerbaar is en in siel- 
sieke-hospitale of swaksinnige-inrigtings behandel moet word. 
Min mense besef dat daar net so veel pasiénte in sielsieke-hospitale 
en swaksinnige-inrigtings is as al die pasiénte in al die ander 
hospitale tesame. 

Algemeen gesproke speel oorerwing of ingebore faktore ’n 
groter rol by hierdie toestande as die invloede van die omgewing. 
Met ander woorde, die sosiale omgewing is van minder belang in 
die voorbeskikking van dié siektes. 

2. Die Psigoneuroses 

Hierdie individue is geneig om onder drang op ‘n onrype wyse 
te reageer. Hulle toon kinderagtige vrese en is geneig tot emo- 
sionele uitbarstinge en kla voortdurend oor liggaamlike simptome 
soos hartkloppings, hoofpyn, duiseligheid, rugpyn ens. 

Dikwels word die onderliggende emosionele stoornisse verberg 
deur die teenwoordigheid van liggaamlike kwale. Slegs wanneer 
die kliniese prent teenoor die agtergrond en persoonlike geskie- 
denis van die pasiént gesien word, word die meganisme duidelik. 
Psigoneurotiese pasiénte draal in die afdelings vir buite-pasiénte 
waar die klagtes oor liggaamlike ongestelhede tevergeefs onder- 
soek word. Hulle kos die staat *n aansienlike bedrag as gevolg 
van afwesigheid van werk en hospitaal-onderhoudskoste. 

3. Psigopatiese Groep 

Dié mense kan onderskei word deur die antisosiale neigings 

wat hulle toon. Hulle leer nie deur ondervinding nie en is emo- 
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sioneel onvolgroei. Uit hulle geskiedenis blyk dit dat hulle hul 
pligte versuim en wetoortreders is. Hulle word gewoonlik in 
werkkolonies en gevangenisse aangetref. 

Dit word nou beweer dat byna 20 persent van die 15 miljoen 
burgers wat vir militére diens in Amerika opgeroep was, psigia- 
triese afwykinge getoon het. Hulle was meesal van psigoneurotiese 
of psigopatiese aard. Hierdie geestesonbekwaamhede is parsieél 
belemmerend en die voorkoms daarvan wissel van gemeenskap 
tot gemeenskap. 

Die gedeelte van die bevolking met hierdie gebreke word in 
Europa op 10 persent geskat. Dit skyn dus asof die voorkoms 
groter is in gemeenskappe wat vinnige sosiale veranderinge onder- 
gaan. 

Bovet en Bowlby het ‘n kritiese oorsig van die bevindinge oor 
die verwantskap tussen kindersorg en geestesgesondheid gegee 
en hulle werke is deur die Wéreld-Gesondheidsorganisasie ge- 
publiseer. 

Hulle refereer telkemale na navorsingswerk wat bewys dat 
mense met onvoldrae persoonlikhede van sekuriteit verstoke was 
om een of meer van die volgende redes: 

1. Gebrek aan ‘n natuurlike standvastige huislike lewe, bv. 
weeskinders en buite-egtelike kinders. 

2. Huisgesinne wat ondoeltreffend funksioneer, bv. drank- 
sugtige of geestelik verstoorde ouers. 

3. Gebroke gesinne, by. as gevolg van egskeiding of die dood 
van die ouers. 

Psigopatiese persoonlikhede kom gewoonlik uit | en 3 terwyl 
psigoneurotiese pasiénte uit 2 en 3 afkomstig is. 

By geboorte is die suigeling totaal afhanklik van sy moeder 
vir die versorging van sy liggaamlike behoeftes in die vorm van 
voedsel, warmte en beskerming. As hy egter tot volle liggaamlike, 
geestelike en sosiale ontwikkeling moet kom, moet hy in ’n atmos- 
feer van sekerheid en liefde opgroei. 

Daar is geen plaasvervanger vir die gesin nie en die moeder 
behoort in ’n atmosfeer van totale sekuriteit te verkeer om so- 
doende haar volle aandag aan die versorging van die groeiende 
kind te verleen. 

Die huwelik is een van die strengste toetse wat aan die mens 
gestel kan word wat betref sy tussenpersoonlike verhoudinge. 

Dit is van die uiterste belang vir die geestesgesondheid van die 
kind dat die egpaar gelukkig is. Dit is egter onrusbarend om te 
sien dat as gevolg van geestesstoornisse, méér mans in hul huwelike 
misluk as wat ongeskik raak op aktiewe militére diens. 

Bevindinge dui daarop dat die mense wat nie in hulle huwelike 
slaag nie, aan neurotiese foute en verdraaiings van die persoon- 
likheid ly. Alle volwassenes reageer volgens gedragspatrone wat 
gedurende hulle kinderdae deur hulle ouers en familiebetrekkinge 
op hulle afgedruk is. 

Neurotiese pasiénte dra onbewus die herinneringe van ongeluk- 


kige huwelikslewes van hulle ouers in hulle om. Hierdie herinne- 
ringe verdraai hulle oordeel en wek spanning en vyandigheid in hulle 
op. Die gevolg is die versteuring van die huislike lewe wat so alge. 
meen in die Westerse beskawing voorkom. 

In teenstelling met ons voorgeslagte, is die hedendaagse families 
klein, met slegs die vader en moeder om wederkerige emosionele 
bevrediging te verskaf. Die moeder moet dikwels werk om die pot 
aan die kook te hou of om aan hulle sosiale en kulturele aspirasies 
te voldoen. 


OPSOMMING 


Dit word beweer dat daar 3 tiepes geestesabnormaliteit is: 

*n Totale ongeskiktheidsgroep met kwalitatiewe veranderinge 
in die persoonlikheid. Twee deelsgeskikte groepe met kwanti- 
tatiewe verskille van die sogenaamde normale persoonlikheid. 

Die mense in die eerste groep word in sielsieke-hospitale aan- 
getref. Hulle behandeling is byna uitsluitlik medies en 60-70 
persent van toelatings herstel genoegsaam om weer hulle plek in 
die samelewing te vul. Die oorgeblewe 30-40 persent akkumuleer 
om die kronies kranksinnige bevolking van ons sielsieke-inrigtings 
te vorm. 

Die deelsgeskikte groepe vertoon hulself in werksafwesigheid oor 
onbenullighede, wetsoortreding en ongelukkige familielewe, 
Hulle verskil slegs in graad van normale mense. Net soos ’n reél- 
matige verdeling van intelligensie voorgestel word van idioot tot 
genie, so is daar ook ’n reélmatige indeling van emosionele stand- 
vastigheid, vanaf die uiters stabiel-emosioneel, ryp persoon, tot 
die gemiddelde, tot die onstabiele, potensieél psigoneurotiese 
persoon. Die emosioneel standvastige persoon kom gewoonlik 
van die stabiele huislike omgewing en die onstabiele persoon van 
die gebroke of onbevredigende huislike omstandighede. 

Wat behandeling betref kan min gedoen word vir die afhanklikes 
aan die end van die skaal, maar die minder ernstige gevalle kan 
gehelp word, hoewel ’n groot hoeveelheid tyd en energie vereis 
word van opgeleide doktors, verpleegsters en sosiale werksters 
wat op die oomblik nie beskikbaar is nie. 

Een van die vanselfsprekende rigtinge van aksie is om die skyn- 
bare oorsake van psigoneurotiese en psigopatiese toestande aan 
te pak deur stappe te doeh vir die voorkoming van huislike mis- 
lukkings. 

Eerstens moet die nodige personeel, dokters, verpleegsters en 
maatskaplike werkers opgelei word in die beginsels van geestes- 
gesondheid. 

Tweedens moet voorsiening gemaak word vir huweliksvoor- 
ligting- en kinderleidingsklinieke. 

Derdens: Navorsing in geestesgesondheid moet aangemoedig 
word. 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


Maybaker (S.A.) (Pty.) Ltd. announce the introduction of 
additional presentations of ‘Largactil’ brand Chlorpromazine 
Hydrochloride and ‘Ansolysen’ brand Pentolinium Tartrate. 
They state: 

‘Largactil’ Suppositories have been issued as an alternative 
method of medication to oral and parenteral therapy. Suggested 
uses are: In anaesthesia to prolong and enhance the action of 
analgesics, especially during the post-operative period when it 
may be undesirable to administer medicaments orally; in psy- 
chiatry for prolongation of overnight effect in some patients and 
as an alternative to injections when local tissue tolerance is poor; 
in general practice, when intractable nausea or vomiting is present 
and injection is undesirable or impracticable; in cases of upper 
alimentary conditions which interfere with swallowing; in elderly 
patients unable or unwilling to take tablets. 

Each ‘Largactil’ Suppository contains 100 mg. of Chlorproma- 
zine base, and has approximately the same action as 40-50 mg. 
orally and as 20-25 mg. intramuscularly. The presentation is 
available in cartons of 5 suppositories individually wrapped. 

‘Ansolysen’ 10-mg. Tablets. In addition to the existing 40-mg. 
and 200-mg. tablets, “Ansolysen’ 10-mg. tablets are now available 
for the initiation of treatment in certain cases, and to enable small 
accurate increments of dosage to be made. 


‘Ansolysen’ Retard 1°%, solution in polyvidone is issued as an 
alternative to the existing 2°5°% Retard solution, the weaker 
solution being suitable for the initiation of treatment. Retard 
solutions have a duration of effect from 8-12 hours or more. 


Electronic Stethoscopes. Gurr Surgical Instruments (Pty.) Ltd. 
of Johannesburg have just introduced the ‘Diatron’ as the World’s 
Smallest Electronic Stethoscope, and submit the following de- 
scription: 

This instrument is handled in the same way as the standard 
stethoscope and weighs only 11 ounces complete. There are no 
wires Or separate parts to worry about and it may be carried in 
the pocket or bag just the same as any other stethoscope. It is 
not merely to assist the doctor who is hard of hearing but also to 
overcome the recognized difficulties of normal auscultation. _ 

Comparative tests show that the Diatron has a gain of 10 decibels 
above that of its nearest rival and a frequency response more 
than 3 times as great. The Diatron not only amplifies the usual 
sounds but it also makes audible those sounds which even the 
keenest ears would miss with the standard type of stethoscope. 


Lotion ‘Surfadil’. Eli Lilly International Corporation announce 
the availability of Lotion ‘Sulfadil’ and supply the following 
particulars: 
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Each 100 c.c. contain ‘Histadyl’ (thenylpyramine, Lilly) 2 g., 
Topocaine’ (cyclomethycaine, Lilly) 0-5 g., titanium dioxide 5 g. 

Indications. For the relief of weeping, moist allergic dermatoses 
and eczema. Also useful for alleviating the local discomfort of 
insect bites and diaper rash and whenever it is desirable to obtain 
anaesthetic and antihistaminic effect plus the drying protective 
action of titanium dioxide. 
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Lotion ‘Surfadil’ is pleasantly scented and flesh-coloured for 
cosmetic elegance. Titanium dioxide covers skin 5 times better 
than zinc oxide, is chemically and physiologically inert, gives 
excellent adhesion and high absorbency, and reflects the sun’s 
rays. 

Available in 2-oz. bottles. 


SUMMER SCHOOL FOR SPEECH THERAPISTS, JOHANNESBURG, 19-21 SEPTEMBER 1955 


The South African Logopedic Society plans to hold a Summer 
School for Speech Therapists from 19 to 21 September 1955 
atthe University of the Witwatersrand, Johannesburg. 

This Summer School, the first of its kind to be presented for 
speech therapists in South Africa, is designed to be a refresher 
course, and will attempt to cover certain aspects in the field of 
Dysaudia (Deafness and Hearing Loss). The sessions will be open 
only to members of the South African Logopedic Society and 
to members of the medical profession. The Society extends an 
invitation to the medical profession. 

The programme includes the following subjects: 

Testing the under-S-year-old child, including the peepshow 
audiometer 

The electrical audiometer; the galvanic skin audiometer; and 
practical audiometrics 

The medical examination of the dysaudic patient and the 
interpretation of audiograms 

Recommending a hearing aid; introduction, use and care 
of the hearing aid; demonstration on making of ear-moulds 


Comparative methods of teaching lip-reading to the deaf 
and hard-of-hearing adult 

The latest methods of auricular training including voice 
preservation and melody, rhythm and accent 

The role of the parents of under 5-year-olds 

The roll of the nursery school 

Practical applications of methods of lip-reading and auricular 
training for the hard-of-hearing child 

Basic schemes in education for the deaf in the junior and 
high schools 

Vocational training for the deaf 

Institutional care of the deaf 

Special problem existing in a hard-of-hearing class 

Psychological implications of the deaf and hard-of-hearing 

Sociological implications of the deaf and hard-of-hearing 


Further information can be obtained from the University 
Speech Clinic, Milner Park, Johannesburg (telephone 44-3781, 
ext. 133). 


CLINICAL ESSAY COMPETITION 


The British Medical Association’s Sir Charles Hastings Clinical 
Prize of £75, and Charles Oliver Hawthorne Clinical Prize of £50 
which is the second prize in the same competition, are open for 
competition to any member of that Association who is engaged 
in general practice, including those members of the Medical 
Association of South Africa who, being subscribers to the British 
Medical Journal, are unattached members of the B.M.A. 

The work submitted must include personal observations and 
experiences collected by the candidate in general practice. Candi- 
dates should confine their attention to their own observations 
rather than to comments on previous work, though reference to 
current literature should not be omitted where it is directly relevant. 


THE BENEVOLENT FUND : 


The following contributions to the Benevolent Fund during May, 
June and July 1955, are gratefully acknowledged. 

Votive Cards in Memory of: 

Mr. A. R. Bester by Dr. and Mrs. A. W. Sichel. 

Mr. W. Gillroy by Dr. I. Shattenstein. 

Prof. A. W. Falconer by Mr. L. B. Goldschmidt. 

Dr. I. Kallmeyer by Dr. D. A. Fowler, Dr. H. Aneck-Hahn, 
Dr. B. Epstein, Dr. J. H. Struthers and Drs. Welsh, Lawrance 
and Lloyd-Wronsley. 

Dr. Gustav Liebenberg by Dr. B. Epstein. 

Dr. John Moll by Dr. E. G. van Hoogstraten. 

_Mrs. Esther Schaffer by Drs. L. Bass and H. Krafchik, Dr. A. W. 
Sichel, Dr. P. F. H. Wagner, Dr. L. L. Alexander, Border Branch 
. = Medical Association of South Africa and East London 

sion, 

Dr. E. Moon by C. Crowther. 

Col. F. 1. Gerrard by Dr. A. J. Orenstein. 

Mrs. J. O. Marais by Dr. and Mrs. D. P. Marais. 

Dr. H. Lee by Dr. J. J. van Zyl. 


Preliminary notice of entry is required on a form to be obtained 
from the Secretary, British Medical Association, B.M.A. House, 
Tavistock Square, London, W.C. 1, to whom essays, or whatever 
form the candidate desires his work to take, must subsequently 
be sent not later than 31 December 1955. Entries must be type- 
written or printed on one side of the paper only, and must be 
unsigned but accompanied by a note of the candidate’s name and 
address. No definite limits of length are laid down, but 3,000 to 
10,000 words is a suitable length. 

Studies already published will not be eligible. Prizewinners of 
previous years are eligible candidates for either prize. 

Enquiries should be addressed to the Secretary at the above 
address. 


DIE LIEFDADIGHEIDSFONDS 


Dr. Thomas Jones by Dr. and Mrs. Nico van der Merwe. 

Dr. J. M. Hullett by Dr. Frank Walt. 

Dr. T. Lindsay Sandes by Dr. and Mrs. D. P. Marais, Dr. A. J 
Orenstein, Dr. J. A. Currie, Dr. and Mrs. J. S. du Toit, Dr. A. H 
Cole, Dr. and Mrs. A. W. Sichel, Dr. and Mrs. J. C. Gie, Dr. 
P. A. Smuts, Dr. and Mrs. Lance Impey, Dr. Lennox Gordon 
and Dr. E. G. van Hoogstraten. 

Mrs. M. Katz by The Staff of Nite Kem. 

Mrs. B. A. Cooper by Mrs. A. C. A. Spratt. 

Mrs. J. A. van der Merwe by Dr. Vernon Brink. 

Mrs. Palframan by Dr. B. A. Armitage. 

Mrs. Thompson, mother of Dr. Mungo Thompson dy Drs. 
C. A. Ovendale, H. A. Kalley, J. C. Richter, T. H. Whitsitt, F. E. 
Bamford, R. B. Peckham, J. D. Barton, N. M. Lund, J. R. Reznek, 
L. R. Tibbit, N. C. Hopkins, P. S. Meyrick, C. C. Akerman, 
J. Rivers-Moore, A. H. Baxter, R. L. Baikie, B. A. Armitage 
and L. M. Cohen. 

Hugh Bryan by Dr. Aubrey Radford. 
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Total Amount received from Votive Cards: £69 6s. Od. 
Services Rendered to: 

Dr. G. W. Huggins by Dr. Phillip Fletcher. 

Mrs. E. L. Dirmeik by Drs. A. W. Sichel and I. M. Hurwitz. 

Mrs. Fairbairn by Drs. A. Sweetapple, D. Martyn, Lockwood 
Munday, A. A. Cilliers. D. F. Standing and N. A. Rossiter. 

Mrs. A. Widgerow by Dr. B. Berger. 

Baby Lynette Widgerow by Drs. A. |. Friedmann and R. B. 
Levy. 

Dr. J. D. K. Reitz by Drs. J. S. du Toit and J. K. de Kock. 

Mrs Epstein by Dr. M. Kriseman. 

Dr. C. W. F. MacKay by Dr. E. Bolton Hacking and Dr. K. 
Brauer. 

Dr. J. Walker by Dr. P. S. Meyrick. 

The Rev. J. H. Siebert by Dr. J. M. Hoffman. 

Mrs. R. J. Smit by Dr. Helen Brown and Drs. Meyer, Jacobson 
and van der Burgh. 

Mrs. J. C. Harle. wife of Dr. J. O. Harle by Drs. Renton and 
Pretorius. 


IN 
MR. LIONEL 


his home 
He was 


Mr. Lionel Bernard Goldschmidt, F.R.C.S., died at 
in Cape Town on 18 August 1955 after a long illness. 
63 years old. 

The cremation took place on 19 August and a memorial service 
was held on the same day in Cape Town Cathedral, conducted 


THE LATE DR, 


In spite of progressive physical incapacitation, Dr. Wicht’s 
bedroom, in which perforce he was compelled to spend so much 
time, never had the atmosphere of a sickroom, so powerful and 
vital was his interest in and love of life. Surrounded by his treasured 
books and paintings and mementoes of a full life, his intellectual 
abilities shone as brightly as they must have done in earlier years. 

It was both fascinating and inspiring to find him at all times a 
keen initiator and participator in discussions ranging from South 
African and world history to theology, liberally interspersed with 
innumerable personal and medical reminiscences, and livened 
with apt quotations from literature and poetry. His memory 


PASSING EVENTS : 


The Associate Secretary writes: Enquiries have been received as 
to whether a society called the Mutual Medical Aid Society of 
1954 is an approved medical aid society. Members of the Associa- 
tion are advised that this society has not received recognition 
from the Federal Council of the Association: there is therefore no 
agreement whereby members of the society may claim treatment 
at preferential rates. Negotiations for the approval of the society 
by the Medical Association are, however, in progress. 
* + * 


Die Medesekretaris Skryf: Navrae is ontvang of ’n vereniging 
genoem die Onderlinge Mediese Hulpvereniging van 1954 ’n goed- 
gekeurde mediese hulpvereniging is of nie. Lede van die Vereniging 
word in kennis gestel dat hierdie vereniging nie erkenning van 
die Federale Raad van die Vereniging ontvang het nie gevolglik 
is daar geen ooreenkoms waardeur lede van die hulpvereniging 
behandeling teen voorkeurtariewe kan eis nie. Onderhandelings 
in verband met die goedkeuring van die vereniging deur die Mediese 
Vereniging is egter aan die gang. 
* = 7 


Dr. Reuben Sougin-Mibashan, M.B., Ch.B. (Cape Town), during 
his present tenure as a Nuffield Scholar in Medicine in Great 
Britain, was invited to Basle, Switzerland, by the directors of 
Geigy, Ltd., to discuss aspects of his recent investigative work in 
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Total Amount received from Services Rendered: £69 3s. Gd, 
Donations: 


Members of Cape Dr. L. Krogh .. a 
Western Branch Dr. T. S. Eddy .. 2.25 
(Collecting Box) £9 11 9 Dr. Ches. Gordon 010 6 

Dr. C. L. Darley- Dr. E. F. W. Moon 160 
Hartley - 2 2 0 Dr.A.H. Sader.. 0 10 6 

Members of Cape Dr. F.J.G. Haupt 030 
Western Branch Dr. H. Husserl . . é Ta 
(Collecting Box) 3 810 Dr. W. J. Naude 238 

‘Anonymous’ .. 3 0 0 Dr.S. J. Adendorf 010 6 

Dr. S. H. Cohen 010 6 Dr. J. de Vos 

Dr. H. S. Edwards 010 6 Meiring - 010 6 

Dr. C. G. Williams 010 6 Dr. W. Laurie .. 010 6 

Dr. A. L. Wilson 010 6 Dr. I. G. Myero- 

Dr. A. Lucas witz .. oS 010 6 
Young “ 010 6 Dr. T. A. Seekings 0 10 6 

Dr. P. H. Kamp- enema 
fraath .. uM 0 5 6 Total £170 14 7 

Dr. L. H. Botha 010 6 eed 


MEMORIAM 


BERNARD GOLDSCHMIDT, 


F.R.C.S, 


by Rev. Canon H. C. Birt and attended by a large congregation 
of friends and colleagues both from Cape Town and other parts 
of South Africa. 

An In Memoriam article will be published in a later issue of the 
Journal. 


J. F. WICHT 


remained acute, and it was as if his entire life’s experiences were 
available for meticulous recall at a moment’s notice. 

The brilliant mind remained supreme over the body's infirmity. 
One will never forget the memory of Frikkie Wicht discussing his 
experiences of the complications of typhoid fever—eight hours 
before his life drew peacefully towards a close. 

He was a great humanitarian, keenly interested in the lives and 
activities of all around him, and many will miss a great and good 
man. To have been associated with him in his latter years was 
a moving and a deep privilege. asi 


IN DIE VERBYGAAN 


relation to uricosuric drugs. He later read a paper on clinical 
and metabolic aspects of gout at the Heberden Society meeting 
Sheffield in July, and has been invited to be on a panel of lecturers 
at a course for consultants on “Renal Disease’ at the Postgraduate 
Hospital, Hammersmith, in September. 
oa © 

Union Department of Health Bulletin. Report for the 7 days 
ended 1! August 1955. 

Plague, Cape Province: 
Williston Divisional Council 
laboratory tests. 

Smallpox: Nil. 

Typhus Fever, Cape Province: One (1) Native case in the Somerset 
East Divisional Council area. One (1) European case in the 
Mossel Bay Divisional Council area. Diagnosis in both cas’ 
confirmed by laboratory tests. 

Epidemic Diseases in Other Countries: 

Plague in Moulmein (Burma). 

Cholera in Calcutta, Visakhapatnam (India); Dacca (Pakistan) 

Smallpox in Kabul (Afghanistan); Moulmein, Rangoon (Burma). 
Phnom-Penh (Cambodia); Ahmedabad, Allahabad, Bomba), 
Calcutta, Cuddalore, Kanpur, Lucknow, Tellicherry, Visakhi- 
patnam (India); Dacca, Karachi, Lahore (Pakistan); Tang 
(Tanganyika). 


One (1) Coloured case, fatal, in the 
area. Diagnosis confirmed 
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1 Augustus 1955 


The College of Physicians of Philadelphia has awarded the Alvarenga 
Prize for 1955 to Charles H. Rammelkamp, M.D. for his out- 
standing work in the field of streptococcic infections, particularly 
in relation to rheumatic fever and nephritis. 

* * * 


Dr. Hyman Sher, M.B., Ch.B., Dip. O. & G. (Rand), has com- 
menced practice as an Obstretrician and Gynaecologist at Suite 
617, Clinical Centre, Wanderers Street, Johannesburg (telephone: 
rooms 23-5532, residence 46-1558, emergency 22-4191). 

* ~ 7 


Mr. Sidney J. Hersch, F.R.C.S. (Eng.) has commenced practice 
as a Specialist Surgeon on the 10th Floor, Ingram’s Corner, 
Hillbrow, Johannesburg (telephone 44-9587). 


* * ~ 


Dr. Alfred C. Ronald, M.B., Ch.B., M.R.C.P., has returned to 
Cape Town after doing postgraduate work in medicine in England, 
Canada and the United States of America. He has commenced 
practice at 48 St. George’s Street, Cape Town. 


BOOK REVIEWS 


LOW BACK PAIN AND SCIATICA 


Low Back Pain and Sciatica. By Louis T. Palumbo, M.D. 
Pp. 104. 24s. Philadelphia; London; Montreal: J. B. Lippin- 
cott Company. 1954. 


Contents: 1. Introduction. 2. Basic Anatomic Considerations. 3. Etiologic 
Factors. 4. Establishment of Diagnosis. 5. Examination and Diagnosis. 6. Inter- 
vertebral Disks. 7. Special Studies. 8. Treatment. 9. Conservative Treatment. 
10. Surgical Treatment. 11. Summary. Bibliography. Index. 


This little monograph deals with the subject of low back pain as it 
confronts the general practitioner. 

The author emphasizes the importance of a correct diagnosis 
in the first place and goes on to show how our ideas on the subject 
have changed since the appearance of Mixter and Barr’s paper on 
lesions of the intervertebral disc. 

Approximately 4rd of the text is devoted solely to the subject of 
lesions of the intervertebral discs. The reviewer agrees that the 
approach to this problem should in the greater majority of cases 
be conservative. It is a pity, however, that more detail as regards 
the actual conservative treatment is not included. For example, 
traction is mentioned only in passing and the various exercises 
are dealt with very briefly. 

The radiographs are well produced and they include some 
excellent examples of the conditions which should be excluded in 
the differential diagnosis of low back pain. 

G.D. 


THE TEACHING OF NURSING 


Teaching Medical and Surgical Nursing. By Jane Sherburn 
Bragdon, R.N., B.S. and Lillian A. Sholtis, R.N., B.S., M.S. 


Pp. 70 + vii. 16s. Philadelphia & Montreal: J. B. Lippincott 
Company. 1955. 
Contents: 1. General Considerations. 2. Course Outlines. 3. Planning Clinical 


Experiences for Beginning and Advanced Students. 
teach the Patient. 5. Teaching and Learning Experiences in the Out-Patient 
Department. 6. Teaching and Learning Experiences in the Operating Room. 

Teaching Disaster Nursing. 8. Teaching Methods and Evaluation. 9. Vocabu- 
lary for Each Unit of Medical and Surgical Nursing. 10. Sources of Illustrative 
Materials. 11. Films. Bibliographic Sources. 


4. Helping the Student to 


This excellent little book explains in a clear and methodical manner 
the modern concepts of the teaching of nursing. 

In Nursing as in Surgery there is a widespread and rapidly 
growing edge, and the techniques of former times in both practice 
and teaching require constant moulding. Not everyone who is a 
good nurse or ward sister or matron is a good teacher. Reading 
this book with a receptive and unbiased mind will convince any 
doubters of this statement. 

Its authors show clearly that the why and wherefore of every 
Procedure must be understood, not guessed at, and they suggest 
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Royal College of Physicians of Edinburgh, At a Quarterly Meeting 
of College held on 26 July 1955 the President, Sir Stanley Davidson, 
in the chair, the following were among those elected Members of 
the College: E. Abelheim, M.B. (Rand), P. Catzel, M.B. (Rand), 
J. G. Foster, M.B. (Rand) and J. E. P. Thomas, M.B. (Cape Town). 


* * * 


Dr. Louis H. Bauer, Secretary General of the World Medical 
Association. in attending the Australasian Medical Congress, 
which was held on 20-27 August 1955 at the invitation of the 
Australian Medical Association, delivered the Sir Henry Simpson 
Newland oration and the Joseph Bancroft oration. In the course 
of his journey Dr. Bauer arranged to visit member medical associa- 
tions in the Philippines, Thailand, Burma and Pakistan, and also 
the New Zealand association. He is also visiting Austria and 
Germany. 
* * * 


Dr. F. Ronald, M.B., Ch.B. has left Cape Town on the Winchester 
Castle on a 3 months’ tour of England, Canada and the United 
States. 


BOEKRESENSIES 


numerous ways in which visual and audio-visual aids can be 
incorporated into patterns of teaching, the better to fix the patterns 
of the nursing procedures in the mind of the pupil. 


Above all it is clear that to be truly effective, a School of Nursing 
must be closely associated geographically with a teaching hospital 
so that lecturers and sister-tutors can teach at the bedside rather 
than in the lecture theatre. 


No person interested in the great problem of the training of 
nurses could fail to gain ideas, interest and enjoyment from this 
stimulating picture of what appears to be the best in the training of 
nurses in America. 

R.D.H.B. 


MINOR SURGERY 


Christopher’s Minor Surgery. Edited by Alton Ochsner, M.D., 
F.A.C.S., and Michael E. DeBakey, M.D., F.A.C.S. Seventh 
Edition. Pp. 547 + xvi with 251 illustrations. $9.00. Philadel- 
phia & London: W. B. Saunders Company. 1955. 


Contents: 1. Equipment. 2. Surgical Considerations. 3. Dressings and Bandages. 
4. Anesthesia and Resuscitation. 5. The Surgical Resident. 6. Anomalies. 
7. Tumors. 8. Mechanical Injuries. 9. Thermal, Chemical and Electrical Injuries. 
10. Infections. 11. Deformities and Anomalies. 12. Injuries. 13. Diseases of the 
Mouth. 14. Anus, Perianal and Rectal Regions. 15. Arterial Diseases. 16. Diseases 
of Veins and Lymphatics. 17. Tumors of the Blood and Lymph Vessels. 18. Male 
Genito-Urinary Organs. 19. Female Genito-Urinary Organs. 20. Minor Surgery 
of the Eye. 21. Ear, Nose and Throat. 22. Diseases of the Nervous System. Index. 


The authors preface the new 7th edition of this well known text-book 
by offering their definition of the term ‘minor surgery’, as being 
those surgical conditions which are usually unassociated with 
either immediate or potential threat to life. 

That not everyone will find themselves in agreement with this 
definition is of no great importance. When, however, during the 
course of the book one comes upon detailed descriptions of such 
pathologies as cleidocranial dysostosis, the Klippel-Feil syndrome 
and periarteritis nodosa, to choose just a few of its less acceptable 
examples of minor surgery, one’s reaction to the long list of multiple 
authors who have contributed to this book is that some appear 
almost to have overlooked the fact that they were writing a treatise 
on minor surgery. Breast lumps, breast abscesses and paronychia 
are not even listed, to mention only a few of the more usually 
accepted conditions requiring minor surgery. 

The contents include a clearly illustrated and practical section 
on the equipment and planning of a minor surgical theatre, an 
excellent and clearly described chapter on the technique of local and 
regional anaesthesia, and an interesting but rather sentimental and 
semi-philosophical section on ‘The Surgical Resident’. 

It is difficult to see for whom this book is intended. For the 
surgeon or surgical traine2 it is not nearly comprehensive enough, 
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For the general practitioner or medical student it is too theoretical 
and too little practical to be useful. 

It does not appear in fact to be deserving of any recommendation 
over the already available and well-known practical and useful 
handbooks on minor surgery and surgical handicraft. a 

T.L.S. 


FOURTH ANNUAL REPORT ON STRESS 


Fourth Annual Report on Stress. By Hans Selye, M.D., Ph.D. 
(Prague), D.Sc. (McGill), F.R.S. (Canada), F.LC.S. (Hon.), 
and Gunnar Heuser, M.D. (Cologne), and Contributors. Pp. 749. 
Montreal: Acta, Inc. Medical Publishers. 1954. 


Contents: Part I. 1. The Stress Concept in 1954. 2. Special Articles 3. The 
Stressor Agents. 4. The Adaptive Hormones, Chemistry and Pharmacology 
5. Tests for Stress and Resistance. Part //. 6. Resistance. 7. Metabolic Changes, 
8. Organ Changes. 9. Absorption. 10. Connective Tissue, Inflammation and 
Woundhealing. 11. Mitosis. 12. Microbes. 13. Serologic Reactions. 14. Neoplasia. 
15. Malformations. Part ///. 16. Sketch for Unified Theory of Medicine. 17. On 
the Design of Experiments to Appraise the RdOle of the Adrenals in Biologic 
Reactions. References. Index. 


This is another handsome book for the shelves. The title should 
not put off the potential reader, though the peculiar format of the 
interior and the unfamiliar abbreviations may do so. In 1950 the 
monograph Stress was written with the object of reviewing the 
entire literature on this topic (including the adaptive hormone 
and the diseases of adaptation). Since 1951 the Annual Reports 
on Stress have been published as yearly supplements, which act 
as an index facilitating the task of keeping abreast of the rapidly 
growing literature in this field. The structure of these Annual 
Reports corresponds to that of Stress, but each volume is an 
independent entity in itself. 

The volume starts with a review by the authors of recent ideas 
and modifications in their theories of ‘stress’ and ‘adaptation’. 
The two most significant new factors for discussion are, first, 
aldosterone, whose appearance on the scene as the natural ‘anti- 
gluco-corticoid’ (‘pro-phlogistic’) agent was most timely from the 
point of view of the ‘stress’ theory, and, secondly, Engel’s idea of 
the ‘permissive’ action of glucocorticoids in certain important 
circumstances. 

Of more general interest (not entirely ‘stress’-directed) are the 
articles by guest-authors, particularly that by Harris and Fortier 
on the regulation of hormonal activity in the pituitary, and that 
by Moore on the body's metabolic reactions to operation. 

The reviewer was particularly interested to find evidence of the 
good effect of total adrenalectomy in rheumatoid arthritis (p. 99) 
and the bad effect of insulin in promoting atheroma in diabetes 
(p. 269). 

Most of the book is concerned with references to recent literature, 
arranged in a most cunning manner so that no one who has not 
worked at Montreal can find what he wants. 

PJ. 


MEDICINE FOR NURSES 


Essentials of Medicine. The Art and Science of Medical Nursing. 
By Charles Phillips Emerson, Jr., A.B., M.D. and Jane Sherburn 
Bragdon, R.N., B.S. Seventeenth Edition. Pp. 922 + xxii with 
268 illustrations. 40s. Philadelphia & Montreal: J. B. Lippincott 
Co. 1955. 


Contents 
Circulatory System. 
Integumentary System. 
Metabolism. 9. The Nervous System. 
Reproductive System. 12. The Communicable Diseases. 
Index. 


2. The Respiratory System. 3. The 
5. The Rena! System. 6. The 
7. Allergic Disorders. 8. The Endocrine Glands and 
10. The Musculoskeletal System. 11. The 
13. Nursing in Disaster. 


1. Introduction to Nursing Care. 
4. The Digestive System. 


In the training of nurses, whereas there is considerable uniformity 
of opinion about the requirements of a nurse, opinion varies as to 
how much medical instruction trainee nurses should be given and 
what standard of medical knowledge should be expected of trained 
nurses. 

In the United States, it appears that nurses are given considerable 
medical responsibility and undertake medical care which elsewhere 
is rendered by the medical practitioner. This volume, now in its 
17th edition, reflects the American standards, in that its contents 
and size render it more of a reference book than a nursing handbook 
or text-book. However, in their preface, the authors justify this 
detail by stating, with reason, that ‘today, in addition to performing 
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routine bedside care and carrying out prescribed treatments, the 
professional nurse is expected to participate in diagnostic and 
therapeutic tests of increasing complexity. She has been Obliged 
to assume an increasing measure of responsibility... .’, 
The introductory chapters stress the nurse’s role in the medical 
team and her responsibilities, emphasizing the proper keeping 
of records. The sections covering the systematic diseases, which 
include anatomical and physiological data, are comprehensive and 
well arranged. Special sections are devoted to Geriatric Nursing, 
to Allergy, and to diseases caused by bacterial, parasitic, spirochae- 
tal and rickettsial infections. Fluid and electrolyte therapy and 
maintainence are well covered, as are nutrition and diets. 
The type is clear and the double-column arrangement is used. 
The diagrams and tables are clear and helpful, while many of the 
illustrations are good. Each Section is prefaced by a useful 2-page 
preamble headed ‘Orientation’ and is concluded by a schematic 
summary of the Nursing Essentials, selected references and 
suggestions for group-discussion. 
Whereas a simpler book might be more suitable for the basic 
or preliminary training of most trainee nurses, the volume reviewed 
can be strongly recommended for advanced trainees, for reference 

and for postgraduate revision. 
R.F.M. 


A SIMPLE MEDICAL VOCABULARY 


Basic Medical Terms and Techniques Simplified. By Minnie |. 
Paddock. Pp. 148 + v with illustrations. Chicago: American 


Technical Society. 1955. 
Contents 1. Prefixes for Medical Terminology. 2. Suffixes for Medical 
Terminology. 3. Gross Anatomy. 4. Bacteriology. 5. Dermatology. 6. Ow- 


8. Neurology. 9. Psychiatry. 10. Obstetrics and 
12. Pediatrics. 13. Pharmacology. 14. Physiology 
17. Charting and Medical Reports. Index. 


Laryngology. 7. Medicine. 
Gynaecology. 11. Pathology. 
1S. Radiology. 16. Surgery. 


This small book is intended for the medical auxiliary—and more 
particularly the trainee—who is often left bewildered by a meaning- 
less flow of conversation from the medical men around him. 
It is not a medical dictionary in the true sense of the word, for 
altogether there are only about 1,500 entries which are explained, 
but the most common prefixes and suffixes are mentioned and 
also the principal terms in each branch of medicine. Spaces are 
allowed between each word for its shorthand derivation—a good 
idea for a large office, where newcomers can refer to it as if it were 
part of the house rules. 

The book suffers from the disadvantage that, being American, 
some of its spelling is not in common usage in South Africa. This 
is of small importance to the average medical man, who knows 
from his reading that the most correct rendering of ‘hematology’ 
is ‘haematology’, and that a circumcision tray should not be called 
a ‘setup for circumcision’; but small points are vital to the un- 
initiated, and this detracts from the value of the book in this 
country. However, I could find no obvious mistakes or even ill 
definitions, and the book will certainly be useful to any typist 
(or other auxiliary) unfamiliar with the technical language of 
medicine. 

E.H.B. 


ACTIVE POLYPEPTIDES 


Polypeptides which Stimulate Plain Muscle. Edited by J. H. 
Gaddum, F.R.S., Sc.D., M.R.C.S., L.R.C.P. Pp. 140 + vil 
with 34 illustrations and 15 tables. 15s. Edinburgh & London: 
E. & S. Livingstone Ltd. 1955. 


1. The Pharmacological Analysis of Tissue Extracts. 2. The Physiolog’- 
cal Significance of Local Hormones. 3. Neurohypophysial Hormones. 4. The 
Chemistry and Pharmacology of Kallikrein and Kallidin. 5. The Distribution 
and Properties of Substance P. 6. Darmstoff: Occurrence and_ Properties 
7. Bradykinin: Occurrence and Properties. 8. Substance U! and Related Substances 
from Urine. 9. Production and Inactivation of Hypertension. 10. Angiotonn 
11. The Sustained Pressor Principle of the Kidney. 12. Active Polypeptides formed 
bv Pepsin. 13. Interrelationships among some Peptide Precursors. 14. Cholecysto- 
kinin. 15. Chemical and Physiological Properties of the Hepatorenal Factor 
VEM and VDM (Ferritin). 16. Discussion. Index. 


Contents 


This book deals with a number of active polypeptides obtained 
from tissues and which stimulate smooth muscle. There is reasor 
to believe, according to the evidence presented by 15 authors, that 
the substances are different, although most of them have not ye 
been isolated in pure form, and information on them is incomplete. 
Four of the polypeptides (oxytocin, vasopressin, cholecystokinin, 
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and substance P) are obtainable from tissue extracts; the remainder 
are formed by the action of enzymes on a globulin fraction of the 
plasma. 
The introductory chapter by Gaddum, who edits the book, should 
be read by all who contemplate finding a new active substance in 
the body, so as to be sure it is different from those which have 
already been described. Much work remains to be done in this 
field, which is a very difficult one entailing the use of special tech- 
niques. Of interest to the practising doctor is the review on oxytocin 
and vasopressin, two octapeptides whose synthesis has been 
achieved in recent years and are believed to be specifically secreted 
by the neurohypophysis; it is not clear in what form they are 
secreted. Recent developments in connection with renin and angio- 
tonin are presented and it is shown that they have pharmacological 
actions separate from the pressor actions, which are already well 
known. The claim that the vascular actions of the hepatorenal 
factors VEM and VDM (ferritin) may constitute a circulatory 
homeostatic system still remains to be demonstrated. 
The book is most valuable in bringing together important 
information that has been scattered in the literature. 
N.S. 


SURGICAL NURSING 


Surgical Nursing. By Eldridge L. Eliason, A.B., M.D., Sc.D.., 
F.A.C.S., L. Kraeer Ferguson, A.B., M.D., F.A.C.S. and 
Lillian A. Sholtis, R.N., B.S., M.S. Tenth Edition. Pp. 754 + 
xxix with 329 illustrations. 40s. Philadelphia & Montreal: 
J. B. Lippincott Company. 1955. 


Contents: |. The Surgical Nurse and Her Patient. 2. Inflammation—Nursing Care. 
3. Antisepsis and Asepsis. 4. Preoperative Nursing Care. 5. The Patient in the 
Operating Room. 6. Postoperative Nursing Care. 7. Postoperative Discomforts 
and Complaints. &. Postoperative Complications. 9. Special Therapies: Fluid 
Balance and Gas Therapy. 10. Nursing Care and the Geriatric Surgical Patient. 
il. Tumors and Cancer Nursing. 12. Surgery of Nose, Throat and Pharynx. 
13. Surgery of the Chest. 14. Surgery of the Heart and the Blood Vessels. 15. Surgi- 
cal Conditions of the Blood, the Lymphatic System and the Spleen. 16. Surgery 
of Lips, Mouth, Tongue and Esophagus. 17. Surgery of the Abdomen. 18. Surgery 
of the Urinary Tract and the Male Reproductive Organs. 19. Surgery of the Skin. 
20. Surgery of the Breast. 21. Surgery of the Eye. 22. Surgery of the Ear and the 
Mastoid. 23. Surgery of the Thyroid and other Endocrine Glands. 24. Surgery 
of the Brain and Spinal Cord. 25. Injuries of the Musculoskeletal System. 
26. Diseases of Bones, Joints and Bursae. 27. Diseases of the Female Reproductive 
Organs. 28. Treatment and Nursing Care of Patients with Surgical Infections. 
29. Venereal Diseases. 30. The Operating Room and Its Equipment. 31. The 
Nurse in the Operating Room. Index. 


This is a very good book. It should find a place in every library 
associated with the training of nurses, and could with advantage 


BOOKS RECEIVED : 


The Practice of Dynamic Psychiatry. By Jules H. Masserman, 
M.D. Pp. 790 + xxx. Philadelphia and London: W. B. Saunders 
Company. 1955. 

Surgical Forum: Proceedings of the Forum Sessions Fortieth 
Clinical Congress of the American College of Surgeons Atlantic 
City, N.J., November 1954. By various contributors. Pp. 851 + 
XL, with illustrations. Philadelphia & London: W. B. Saunders 
Company. 1955. 


Pathology for the Surgeon. By William Boyd, M.D. (Edin.), 
Dipl. Psychiat. (Edin.), F.R.C.S. (Canada), F.R.C.P. (Lond.), 
M.R.C.P. (Edin.), F.R.S. (Canada), LL.D. (Sask.), D.Sc. (Man.), 
M.D. (Oslo). Seventh Edition. Pp. 737 + vi, with illustrations. 
Philadelphia & London: W. B. Saunders Company. 1955. 

Clinical Biochemistry. By Abraham Cantarow, M.D. and Max 
Trumper, Ph.D. Fifth Edition. Pp. 738 + xxxi, with 54 illustra- 
ay $9.00. Philadelphia & London: W. B. Saunders Company. 

Bantu Folk Lore (Medical and General). By Matthew L. Hewat, 
M.D. Pp. 112. Cape Town: T. Maskew Miller. 

Poliomyelitis and Polioencephalitis. By R. A. Russell Taylor, 
Ch.M., F.R.C.S., M.R.C.O.G. Pp. 307 + x, with 24 illustrations. 
London: H. K. Lewis & Co. Ltd. 1955. 
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replace most present day text-books of surgical nursing, in the hands 
of the nurses themselves. 

The subject of pre-operative and post-operative care is especially 
well handled and clearly divided into stages and their appropriate 
procedures. 

Special chapters on the nursing of elderly patients, on patients 
suffering from cancer in its various forms, and on the psychological 
aspects of nursing in general are helpful and make good reading. 

The illustrations and diagrams are profuse, and on the whole 
very clear. 

Chapters on the nursing of patients undergoing surgery of the 
chest heart and blood-vessels are up to date. 

There is a refreshing clarity of expression and simplicity of style 
throughout the whole book which is frequently pointed by an 
American turn of phrase that rings unfamiliarly in our ears, but is 
none the worse for that. 

The format of double-column pages in the fashion of a journal 
is irritating until one becomes accustomed to it, but this is a very 
minor drawback. 

R.D.H.B. 


BEDSIDE DIAGNOSIS 


Bedside Diagnosis. By Charles Seward, M.D., F.R.C.P. (Edin.). 
Third Edition. Pp. 408 + xxiv. 18s 6d. Edinburgh & London: 
E. & S. Livingstone Ltd. 1955. 


Contents: 1. Psychogenic Symptoms. 2. Some General Considerations Regarding 
Pain. 3. Head Pain. 4. Thoracic Pain. 5. Epigastric Pain. 6. Umbilical Pain. 
7. Hypogastric Pain. 8. Lateral Abdominal Pain. 9. Anaemia. 10. Epistaxis. 
11. Haematemesis. 12. Haematuria. 13. Haemoptysis. 14. Cough. 15. Dyspnoea. 
16. Tachycardia. 17. Dysphagia. 18. Vomiting. 19. Diarrhoea. 20. Jaundice. 
21. Debility and Loss of Weight. 22. Pyrexia. 23. Normal Values. Index. 


In this excellent book the author discusses in turn the major 
symptoms of disease. After dealing with relevant physiological 
principles he analyses each symptom with the balanced approach 
of an experienced clinician. 

It is not intended to be a text-book of medicine, for diseases are 
not treated systematically, yet it could well be labelled a companion 
to clinical medicine, for it deals with disease as it is seen in the home 
or the consulting room. Dr. Seward sets out to help the student of 
medicine to learn how to pick out the essential diagnostic features 
of his cases, and in this he succeeds admirably. The book is easy 
to read and yet it contains a wealth of very useful information. 
It can be recommended with confidence to students and medical 
practitioners. 

E.B.A. 


BOEKE ONTVANG 


Differential Diagnosis: The Interpretation of Clinical Evidence. 
By A. McGehee Harvey, M.D. and James Bordley III, M.D. 
Pp. 665 + xiv. Philadelphia & London: W. B. Saunders Company. 
1955. 


Hypnosis in Asthma. By A. Philip Magonet, B.Sc., M.D., C.M. 
Pp. 95. 7s. 6d. London: William Heinemann Medical Books 
Ltd. 1955. 


Chemotherapy of Malaria. By Sir Gordon Covell, C.1.E., M.D., 
G. Robert Coatney, Ph.D., John W. Field, C.M.G., M.D. and 
Jaswant Singh, M.B., Ch.B., D.P.H., D.T.M. & H. Pp. 123. 
17s. 6d. Geneva: World Health Organisation. 1955. 


Collected Papers of The Mayo Clinic and The Mayo Foundation. 
Edited by Richard M. Hewitt, M.A., M.D. et a/. Volume XLVI. 
Pp. 843 viii, with illustrations. Philadelphia & London: W. B. 
Saunders Company. 1955. 

Geneeskundige Onderzoekingen en Mededelingen Omtrent Be- 
roepziekten. Overdruk uit het Centraal Verslag der Arbeids- 


inspectie over het jaar 1953. Bl. 166. Fl, —. °S-Gravenhage: 
Staatsdrukkerij- en Uitgeverijbedrijf. 1955. 
Allergie und Asthma. A new 2-monthly journal. Leipzig: 


Johann Ambrosius Barth. 1955. 
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VAGINAL HYSTERECTOMY 


To the Editor: 1 was interested to read Dr. David Barron’s com- 
ments' on my paper.” I accept his remarks in the spirit of con- 
structive criticism but would point out that with regard to possible 
gene mutations following radiation, he has misapplied Kaplan’s 
article* to the subject mentioned in my paper. Ira Kaplan used 
low-dosage X-rays to the ovaries and pituitary of cases of female 
sterility. He did not suppress menstruation; they were merely 
small stimulating doses. I was referring to cases in which a radium 
or X-ray menopause had been induced; menstruation had ceased 
for a variable number of years, and occasionally menstrual life 
was resumed with a pregnancy supervening, and in the offspring 
gene mutations may be seen. 

In the latest Br:tish Medical Journal to reach me, one of the 
leading articles* ends with this comment: 

‘The authors of both surveys are nevertheless careful to make 
the point that their inconclusive results should not be interpreted 
as indicating that the genetic effects of radiation in man are small. 
Perhaps the effects most likely to be detected in the first generation 
are not stillbirths and congenital malformations but a reduction 
in adult body-size and in average length of life.” 

Obviously, when one is considering the disadvantages of radia- 
tion-induced menopause in a paper, One must pause and give due 
thought to the effects on possible offspring. No paper is complete 
without reference to this. My paper did not give it an ‘exaggerated 
importance’; as a matter of fact, this part of my paper was in small 
print! 

On the subject of adrenaline for haemostasis in vaginal hysterec- 
tomy, C. M. Gwillim® that grand vaginal operator, has this to 
say: 

‘Not only does this produce excellent haemostasis, but it also 
helps in the separation and identification of the tissue planes. 
Personal experience of the injection over 15 years has been without 
mishap, but care needs to be constant. The solution must not be 
used in conjunction with chloroform, Trilene or cyclopropane 
anaesthesia; nor must it be given to patients with cardiac disease, 
and the injection must not be made into a vein.’ 

H. M. Pretorius 
82-89 Trust Buildings 
Gardiner Street 
Durban 
12 August 1955 


Barron, D. (1955): S. Afr. Med. J., 29, 740 (30 July). 
Pretorius, H. M. (1955): Jbid., 29, 635 (2 July). 

Kaplan, I. I. (1953): J. Obstet. Gynaec. Brit. Emp., 60, 872. 
Editorial (1955): Brit. Med. J., 2, 113. 


. Gwillim, C. M. (1950): Modern Trends in Obstetrics and 
Gynaecology, p. 667. London: Butterworth. 


POSTERIOR MEDIASTINAL GOITRE 


To the Editor: The case reported by Mr. Hamman! in the Journal 
of 23 July is of considerable interest. 


Although it is possible for a skilled radiologist to make an 
accurate diagnosis, as Dr. Samuels did in this case, and as Dr. 
Jacobson of Cape Town did in a recent case with rather more 
difficult radiological features. confirmatory tests should be carried 
out with radio-iodine. In Dr. Jacobson’s patient a large tumour 
had been observed at an X-ray examination many years ago in 
India. The patient declined surgery throughout the years. Recently 
an X-ray examination showed a very large tumour placed postero- 
laterally on the right side. Dr. Jacobson regarded the tumour as a 
thoracic goitre, in spite of its unusual position, and the patient 
was sent up for radio-active tracer tests for confirmation. Geiger 
counts with a small tube adequately shielded outlined the tumour 
accurately and left no doubt that the tumour contained thyroid 
tissue. The patient this time consented to the operation, and 
Mr. Walter Phillips removed the tumour and confirmed the 
diagnosis. The investigation with radio-iodine has been described 
by Ansell.’ It is suggested that, wherever possible, investigations 
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with radio-active iodine should be carried out in all tumours in 
this region where the possibility of a goitre exists. 

If the goitre is benign, it will take up the radio-active iodine 
and thus give a definite diagnosis. If the condition is malignant 
it may still show a small patchy uptake of radio-active iodine. 
Where there is no uptake at all with a routine tracer test of, say, 
100 microcuries, a repeat examination should be carried out 
with a higher tracer dose, because although the uptake may be 
small, the percentage uptake from the larger tracer dose may be 
sufficient to differentiate a goitre from other tumours. If there js 
no uptake it is unlikely that the tumour is a benign goitre. 

To avoid errors due to the emanations given off by circulating 
radio-active iodine in the chest and reaching the Geiger tube, it 
may be necessary to put heavy lead shields at first covering the 
whole chest, taking background counts above the lead shield, 
and then removing the lead shields from various parts of the 
chest and the neck to indicate how many of the counts are con- 
tributed by circulating radio-active iodine outside the tumour, 
In this way the tumour, if a goitre, may be fairly accurately out- 
lined and checked with the X-ray appearances. We have found 
this method of value in a number of cases. 

M. Weinbren 
3-5 Dunkeld Chambers 
Smal Street 
Johannesburg 
7 August 1955 


1. Hamman, J. (1955): S. Afr. Med. J., 29, 699. 
2. Ansell, G. (1953): J. Fac. Radiol., 4, 197. 


DEATH AFTER PENICILLIN IN‘IECTION 


To the Editor: One reads the reports '»* of the two deaths following 
the administration of intramuscular penicillin with alarm (Journal, 
13 August). While the exact cause of death is not known the 
entry into the circulation of the penicillin is a distinct possibility 
in both cases. 

‘For many years the gluteal region was considered the site of 
choice for intramuscular injections. Old beliefs die hard, and 
not only is this site still employed, but, according to Sidney Boyd 
the gluteal region is still advocated at some medical schools. 
Among several disadvantages the danger of inadvertently injecting 
the sciatic nerve is most evident. On Professor Grey Turner's 
authority we recommend that this site be abandoned entirely.’ 


This is the advice given in Pye’s Surgical Handicraft (16th edi- 


tion).* 

M. Geffen 
Stanford, Cape 
16 August 1955 


1. Smith, J. L. (1955): S. Afr. Med. J.. 29, 772. 

2. Botha, J. G. (1955): Jhid., 29, 780. 

3. Pye, W. (1950): Surgical Handicraft, 16th ed. Bristol: J. 
Wright and Sons. Ltd. 


AMOEBIC ULCERATION OF THE RUTTOCK 


To the Editor: \t was with great interest that I read Dr. Saunders’ 
case report and discussion on amoebic ulceration of the buttock.’ 
Such unusual and interesting cases deserve comment in our journal 
and it was with similar intent that I, in conjunction with Dr. |. 
Norwich, described a similar, possibly more advanced case In 
1947, with a full review of the literature.2 It would seem that, 
with this additional case, only 19 cases of a similar nature have 
been reported in the literature—emphasizing the rarity of the 
condition. 

D. A. Muskat 
303-304 Pan Africa House 
Cr. Jeppe and Troye Streets 
Johannesburg 
12 August 1955 


1. Saunders, S. J. (1955): S. Afr. Med. J., 29, 741 (6 August. 
2. Norwich, I. and Muskat, D. A. (1947): Brit. J. Surg., 34, 287. 
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